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HEXYLCAINE HYDROCHLORIDE 


Many clinical studies have proved CycLaINeE ideal 
for many major and minor procedures. 

In infiltration and nerve block anesthesia, CYCLAINE 
is faster and longer-acting than procaine. 

In spinal anesthesia, its activity is greater than pro- 
caine, Therefore, smaller doses are required. No toxic 
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*Extensive bibliography and reprints on request. 
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CycLainE Sterile Solution is supplied as follows: 
1% in 30 cc. vials for infiltration and block anes- 
thesia; 5% in 60 cc. bottles for topical anesthesia; 
2.5% with 10% dextrose in.2-cc. ampuls for spinal 
anesthesia. Complete data on use on request. 
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Three high-speed autoclaves 
for complete, safe sterilization 
in less time than simple boiling 


LV-2 + 12” x 22” Chamber 


A model for any office or clinic... 
ideal stand-by equipment for hospitals 


See your dealer or write for literature 


THE PELTON & CRANE COMPANY « DETROIT 2, MICHIGAN 


7 oat} 
A 
/ | 
NS 
‘A 
-~PELTON: 
5 


recommended particularly for the 


who can and usb ay on the job’ 


MAXITATE 


with RAUWOLFIA 


COMPOUND 
orally effective in moderate 
to severe Hypertension 


“hypotensive/effect—gradual, safe, distinctive. 


tranquility—without drowsiness. 


rotate against vascular traumatic accidents. 
symptomatic improvement—often dramatic. 


30 mg pulse rate is slowed, easing strain on heart. 
Rauwolfia serpentina (whole root) 30 = 


Average Dosage: | tablet Il-tolerated for months. 


How Supplied: Brown scored tablets 


in bottles of 100 and 1000. 


*The STABILIZED form of Mannitol H 
pioneered by Strasenburgh research 


Available on prescription at all leading pharmacies. 
Samples and literature on request. 4, 


FOUNDED 1886 
LABORATORIES 
R. J. STRASENBURGH CO., ROCHESTER, N. Y., U.S.A. 
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SECRETARY'S NEWSLETTER 


APRIL, 1955 


> Dr. Ivan C. Heron, chairman of the Academy's Board of 
Directors, received a plague honoring all general practi- 
tioners and saluting the Academy on the March 21 Burns and 
Allen television shows sponsored by the Carnation Company. 
Carnation Vice President Ralph Brubaker presented the 
plague to Dr. Heron. The award is "in recognition of the 
devoted and unselfish service rendered by doctors . 
engaged in the general practice of medicine and of the 
Academy's vital program which has sustained the ideals and 
competence of the general practitioner. ' 


> To the surprise of many, the Hoover Commission's report to 
Congress last month on medical services ignored its task 
force recommendation to curtail free medical care for vet— 
erans with non-service—connected disabilities. The 16- 
member task force, to which the Academy's executive secre- 
tary was last year named a consultant, pointed out that the 
Government would save $150 million a year by ending all non- 
service-—connected care three years after separation from 
active service. This recommendation was not included in the 
Commission's "Report on Medical Services." As an alterna- 
tive, the Commission urged closer financial screening of ap- 
plicants——a proved ineffective approach. 

A task force proposal to provide outpatient care in VA 
hospitals for veterans with non-service—connected disabili- 
ties did meet with the Commission's approval. This propos— 


_al, designed to lessen the hospital load, would expand the 


VA's multi-million dollar "home town care" program. In the 
past, this has been available only for service-—connected 
disabilities. 


> In other sections, the report rips the Government's annual 
$4 billion medical bill, labeling it the result of waste and 
inefficiency. Task force probers, headed by Dr. Theodore G. 
Klumpp, President of Winthrop-Stearns, Inc. (see "Personali- 
ties in the Medical News," page 34), found a billion dollars 
worth of idle hospital beds, veterans with assets of 
$100,000 getting free medical care, and a surplus of doctors 
in the armed forces. Proposed task force reforms would net 
the Treasury a $300 million annual saving. 

The report discloses that the Government has 66 units in 
26 departments or agencies—all engaged in health functions. 
In addition, the Government uses 10 per cent of the nation's 
physicians and operates 135 per cent of the hospitals. The 
following proposals were submitted by the Commission: 

Discontinue the 150-year-—old practice of providing govern- 
ment medical and hospital care for merchant seamen and de- 
commission all 12 of the 16 PHS-—operated hospitals where 
such care is provided. This will be fought by the maritime 
unions and the states where the hospitals are located . 
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> Establish a Federal Advisory Health Council to evaluate 
Advisory Council policies and programs relating to national health and Fed- 
eral medical care. This council would have a broader 
domain than the existing Rusk committee but, being strictly 
advisory, might have trouble coping with political and spe- 
cial interests . ‘ 


Work toward closer integration (but not unification) of 
the Army, Navy and Air Force medical services. Emphasis 
would be on cross-staffing. Also, revise the Selective 
Service Act "to effect maximum utilization" of medical per- 
sonnel and strengthen the intern, resident and other train- 
ing programs... 


Close 19 surplus VA hospitals and rescind funds earmarked 
for additional hospitals unless already under construction 
or contract. This will meet opposition from 12 states which 
would lose the 19 VA hospitals . 


Eliminate "chiseling" in cases involving non-service-—con- 
nected disabilities and make medically indigent veterans 
reimburse the Government when financially able . 


Improve medical and rehabilitation services for aging 
veterans and thus reduce the number of chronic bed cases. 


Defense Department p Both the Department of Defense and the VA are criticized 
And VA Criticized for a general lack of coordination and wastefulness in 
hospital operations. Large numbers of unoccupied beds, par- 
ticularly in the New York and Norfolk, Va., areas are cited. 


The Commission believes that military dependents' care 
should be furnished exclusively by private practitioners in 
nongovernment facilities. This conflicts with Administra- 
tion sentiments. 


Insurance Program >» A_new voluntary health insurance plan, which revolves 
Arouses Interest around the general practitioner, has been endorsed "in prin- 
ciple" by the New York County Medical Society. 


Termed the "Family Doctor Plan" and proposed by the Group 
Health Insurance Co. of New York, it would be that area's 


most complete, free choice, general care insurance plan. It 
is described as "a desirable alternative to Government and 
closed—panel programs" which satisfies "the growing demand 
for coverage .. . within the framework of voluntary action 
and free choice." 


The plan (1) offers the possibility of complete payment 
for the majority of medical services; (2) includes a pro- 
osal designed to reduce claims filed for unnecessary serv- 
ices:_(3) pays the physician direct and (4) allows for pro- 


rating fees. The New York County society, which previously 
endorsed only the Blue Shield United Medical Service plan, 


has commended GHS for developing a health insurance program 
around the family doctor and has recommended a thorough 
study of actuarial problems to determine if comprehensive 
care is feasible. 


Commission Lists p The latest official list of accredited hospitals was 
Approved Hospitals distributed March 21 by the Joint Commission on Accredita- 
tion of Hospitals. It includes 3,513 hospitals—2,928 fully 
accredited and 585 provisionally accredited. In 1954, 
1,385 hospitals were surveyed and 180, or 13 per cent, were 
not accredited. Not all hospitals are eligible for accredi- 
tation because of size. According to the Commission many 
requests for surveys are still pending. 
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David Grob, M.D. makes his initial GP appearance with his article, ‘The Diag- 
nosis and Management of Disorders of Muscle Function.” A Johns Hopkins 
product through and through, Dr. Grob graduated from that distinguished uni- 
versity’s medical school, interned at Johns Hopkins Hospital, and, with time out 
for war service, stayed on to become assistant professor of medicine at his alma 
mater, and physician in the Johns Hopkins Hospital. Dr. Grob’s field of concentra- 
tion is internal medicine; his research interests include the clinical physiology and 
pharmacology of the autonomic and central nervous and neuromuscular systems. 


This Month’s Authors 


James Basil Hall, M.D., who has written for many medical publications, bows 
into GP with “Rabies Control.” A doctor of many parts, this Floridian belongs to 
the American Medical Writers Association, is certified in Aviation Medicine (was 
a Command Flight Surgeon in the war), as well as by the American Board of Pre- 
ventive Medicine, is a Fellow of the American Public Health Association, directs the 
Lake County, Florida, Health Department, is president of his local medical society, 
and served as first director of the Florida State Cancer Control program. In his 


spare time we presume he touts Florida weather. 


Frank Hinman, Jr., M.D., touts California weather. He’s associate clinical pro- 
fessor of urology and co-chairman of the subdivision of urology at the University 
of California School of Medicine in San Francisco, and, with Dr. Frederick S. 
Howard of the same institution, co-authored “Management of Prostatic Carcinoma” 
in this issue. Dr. Hinman is a fellow of the American College of Surgeons, a member 
of the American Board of Urology, American Association of Genito-Urinary Sur- 
geons, American Society for the Study of Sterility, and serves on the editorial 
boards of a number of medical publications, including the Archives of Surgery. 


John F. McGuire, M.D., took time from his duties as attending neurosurgeon at 
Mt. Carmel Mercy Hospital, St. Joseph Mercy Hospital and Sinai Hospital, all in 
Detroit, to write, with Rudolph Jaeger, M.D., “Carotid Thrombosis—A Cause for 
the ‘Stroke’ Syndrome.” Dr. McGuire, a graduate of Georgetown University Medi- 
cal School, is a former resident in neurosurgery at Jefferson Medical School Hos- 
pital, and is presently consultant in neurosurgery at Oakwood Hospital, Dearborn, 
Michigan, at Holy Cross Hospital in Detroit, Michigan, and at Wyandotte General 
Hospital in Wyandotte, Michigan. He practices neurosurgery in Detroit. 


Jack W. Wolf, M.D., author of ‘Medical Management of Nonspecific Ulcerative 
Colitis”, shuttles between the two Kansas Cities as chief of the Division of Internal 
Medicine at Menorah Medical Center in Kansas City, Missouri, and assistant 
clinical professor of internal medicine at the University of Kansas School of Medi- 
cine in Kansas City, Kansas. A native Kansas Citian on the Missouri side, Dr. Wolf 
forsook the middle west for Harvard University and Medical School, then returned 
to practice internal medicine. Dr. Wolf is a diplomate of the American Board of 
Internal Medicine and an Associate of the American College of Physicians. 
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SPECIFICALLY FOR THE HYPERTENSION 
THAT COMES WITH “AGE” 


e improves circulation 
e induces a sense of well-being 


e helps protect against cerebral 
accidents 


Veratrite is the drug of seasoned judgment in 
managing the hypertension that “comes with age.” 
It is specific for the older hypertensive for whom potent 
hypotensive agents are contraindicated. 


Veratrite improves circulation to vital organs, relieves headaches 
and dizziness, and induces a distinct sense of well-being without 
excessive euphoria. 


Each Veratrite tabule contains: *Ester alkaloids of Veratrum viride ob- 


* tained by an exclusive Irwin-Neisler non- 
40 C.S.R.f Units aqueous extraction process 


Sodium Nitrite + Carotid Sinus Reflex 


Phenobarbital. .. . 
(warning—may be habit forming) Bottles of 100, 500 and 1000. 


IRWIN, NEISLER & COMPANY «© DECATUR, ILLINOIS * TORONTO |, ONTARIO 
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Layman Does Battle for Family Doctors 
Dear Sir: 

The people in the district of Ballard, a northwest section of 
Seattle, Washington, have just recently completed a new 100- 
bed hospital. The hospital has been made possible by contribu- 
tions from 5,000 citizens of our city and has been built for the 
people in our area and their family doctors. 

Our new hospital is up-to-date in every respect and amazes 
the doctors in our own city as they inspect the building and see 
the latest features in hospital design and technique. 

Ballard is a working man’s community and therefore depends 
largely upon a family doctor—in fact, all of the doctors on the 
active staff are general practitioners, with the exception of two 
or three. We are aware of the danger of our hospital slipping 
into the hands of a specialized group. I have personally en- 
deavored to impress upon the board of trustees the necessity of 
setting up safeguards to protect the family doctor in our hospital 
and to prevent his being restricted in his practice in the hospital. 

I have borrowed a copy of the “Digest of General Practice in 
Hospitals” prepared by the Commission on Hospitals of the 
American Academy of General Practice, from Dr. Robert L. 
Camber here in Seattle. I have tried to obtain additional copies 
for other members of the board of trustees. Dr. Loren Shroat, 
president of the Seattle chapter, advised me to write direct to 
your office for additional copies. 

We have 36 men on our board of trustees, nine of whom are on 
the executive committee. If it were possible for me to obtain a 
dozen copies of this “digest” I would greatly appreciate it. 
However, if this is not possible, we would certainly appreciate 
one-half dozen copies that could be passed around among the 
trustees, 

I have made somewhat of a personal campaign in this matter 
of hospital privileges because of my experience in the past when 
I saw our own family doctor, who cared for our family for four 
generations, gradually restricted from the various hospitals in 
our city. | have become quite incensed over the manner in which 
the specialists are endeavoring to dictate to the general practi- 
Honers, and would appreciate your placing me on your mailing 
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LETTERS FROM OUR READERS 


Unsigned letters to the publishers or the editors are ignored. However, the anonymity 
of authors of letters published in this department will be preserved upon request. 


Yours Truly... 


list so that I might be kept informed as to the developments and 
changes brought about by your commission. 

F. R. 
F. R. McAbee, Inc. 


Contractors and Developers 
Seattle, Wash. 


“Digests” Popular in w Louis, Too 
Dear Sir: 

We received your most generous supply of “digests” of 
material on general practice in hospitals. Everyone in the class 
expressed his appreciation for the wealth of material that is con- 
tained between the blue folders. The material is assembled in 
such an attractive order, it is almost impossible to stop before 
one has read the material from cover to cover. 

Sister M. Fasman, R.N. 
St. Louis University School of Medicine 
St. Louis, Mo. 


Unnecessary Animosity on Fluoridation 


Dear Sir: 

On page 56 of the December GP you published an article from 
the American Journal of Public Health describing the harmless- 
ness of fluoridation. I was greatly surprised that an ethical 
journal (American Journal of Public Health) would have to resort 
to name calling to prove a scientific point. Such names as 
‘fanatics quivering with horror, irrational minds,” and “anti- 
fluorimaniacs” are not usually found in medical journals. Could 
this be promotion by fear? 

To prove the harmlessness of fluoridation the article goes on 
to give mortality rates of control and fluoridated cities. Meaths 
from heart disease, cancer, intracranial lesions, nephri nd 
cirrhosis of the liver were no higher in the fluoridated cities. 
In other words, as long as the death rate doesn’t go up, it is 
safe to fluoridate. 

After a little research I find that there is a good bit of evidence 
on the other side of fluoridation. A recent article by an allergist, 


21 


Dr. George L, Waldbott of Detroit, Michigan, entitled ‘Medical 
Evidence Against Fluoridation of Public Water Supplies” quotes 
59 sources for his article. This controversial subject deserves to 
be studied from both sides before it can be accepted on grounds 
of name calling and mortality statistics. 


Josern B. Henson, Jr., M.D. 
Greensboro, N. C. 


Into the Wild Blue Yonder 


Dear Sir: 

Since I began my subscription tu your excellent journal in 
July I have been called to active duty with the Air Force. Hence- 
forth, I wish to have my copy of GP sent to my new address. 

I'll also take this opportunity to express my complete satis- 
faction with your journal. I find its every page to be not only 
interesting, but very practical. While I am in the service, I will 
rely heavily on GP to keep myself up to date on medical thinking 
and progress. 

1/cr Ricnarp W. Suropsnire 
Great Falls AFB, Montana 


An Infectious Question 


Dear Sir: 

On page 126 of the January, 1955, issue of GP, there is a 
question with two answers concerning the effect of viral hepatitis 
on the fetus if contracted by the mother during her pregnancy. 

The obstetrician says that there are no adverse effects of the 
clisease no matter when it is contracted. 


This is not entirely true, as our enclosed paper will point out, 
C. S. Kettoce, 
Swanton, Ohio 


Dr. Kellogg refers to an article by himself and Dr. J. E. Wesp 
in the American Journal of Obstetrics and Gynecology for 
November, 1951. That report contained the following summary: 

1. A case was presented in which the patient was affected with 
infectious hepatitis approximately one month prior to conception. 
The hepatitis and/or jaundice persisted throughout the entire 


gnancy. 

2. The product of this conception was a monster. 

3. The question is therefore raised, does infectious hepatitis, when 
contracted early in pregnancy by the mother, constitute a threat to 
the fetus ? This question must await further reports for verification. 

—Mepicat Eprror 


Humanities a Pre-Med Must 


Dear Sir: 

The article, ‘“Medicine’s Challenge—and Reply,” by Dr. 
Holland T. Jackson in the October issue of GP deserves special 
attention and study. He presents in considerable detail, the 
present status of general practice as well as prevailing conditions 
of the practice of medicine in general. From this point he in- 
dicates the direction which the general practitioners’ activities 
will take or should take if we are to accomplish our objectives in 
a free society. 

Dr. Jackson gives support to the present trend in some pre- 
medical curricula wherein the student is encouraged to get a 
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solid foundation in the humanities and social sciences. All doc- 
tors, but especially the general man, need this background of 
human understanding and appreciation if he is to cope properly 
with the problems of patients in today’s society. The American 
Academy of General Practice can certainly influence premedical 
education by its attitudes and suggestions to individual students 
as well as to the educators themselves. 
Too often doctors new in the practice of medicine have had to 
make medical decisions for which by experience and training 
they were unprepared. If all men entering general practice 
could have two or three years of hospital training, instead of a 
minimum of one year, our people would receive better medical 
care and the physician concerned would practice with more 
confidence and pleasure. 
When our residency training programs are developed more 
specifically to train men for general practice, I am sure that a 
vast improvement will soon be apparent. It is important to im- 
press the young doctor with the value to him and to his patients 
of taking an extra year or two of formal hospital training. 
Thus, Dr. Jackson’s ‘New Man of Medicine,” with more train- 
ing behind him, with continuous organized postgraduate study, 
with specific objectives as outlined by the Academy to guide 
him, will be well able to provide our people with the highest 
type of medical care, and at a price they can afford to pay. What 
is more, he will take his place as a leader in his community and 
a place of high respect in the medical field. 
L. Bonuam JONEs, M.D. 
President 

Texas Academy of General Practice 

Austin, Tex. 


General Practice Open to Young Woman 


Dear Sir: 

I have been a member of the American Academy of General 
Practice since 1948 and sincerely believe in the organization. 
Because of my interest in the younger generation, I would like 
to make this offer to some young woman—an opportunity which 
I did not have when J started in the practice of medicine. 

I am looking for a young woman interested in an active general 
practice to assist me with my practice. For the right person it is 
an excellent opportunity for acquiring a partnership, available 
January 1, 1957. Affiliations are available in three hospitals. It 
is in southern central New York state. Office accommodations 
are excellent with the privilege of buying a home and office 
accommodation in a good location on Main Street. 

If interested, please write to me, giving full details. 

Myrtte M, Witcox, M.D. 
134 Main Street 
Binghamton, N.Y. 


“A House Divided. . .” 


Dear Sir: 

I am writing you about difficulties I have encountered per- 
sonally in the hierarchy of medicine as it is organized today. 

My own personal problem originates with a ruling at the Chil- 
dren’s Hospital of Akron, Ohio which has denied me privileges. 
This ruling requires a year of residency training before privi- 
leges are granted, and although I spent part of my internship in 
this very hospital, I have been refused admission. Since prac- 
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tically all of the children’s facilities in Akron are concentrated in 
this one institution this ruling precluded my return to my home 
town. This ruling is also affecting other young general practi- 
tioners and in addition is discouraging practically all of the men 
training in the hospitals of this city from entering general 
practice. 

Prior to my return to the Akron area I was administrator and 
staff head of a 20-bed hospital in the southern part of Ohio. As 
administrator I became acquainted with the inner workings of 
hospital administration and its connection with the specialties. I 
am appalled at what I learned and I present the following im- 
pressions of what is happening to all of organized medicine. 
(1) The administrators want and urge the controls being placed 
upon general physicians and foster this breech within the pro- 
fession by claiming improved standards of care. (2) Deluded by 
the belief that they are benefiting themselves and medicine, the 
specialists are surrendering more and more of medicine’s 
autonomy to the administrative field forgetting that they too are 
surrendering; that they too will sooner or later become em- 
ployees of a medical bureaucracy. 

I should also like to comment upon your question about what 
a general practitioner is. In my opinion he quite obviously is an 
M.D. who does not limit himself to any one field. He is a physician 
who takes upon himself the responsibility of taking care of the 
majority of medical problems in all fields. This responsibility 
carries with it the obligation to himself and to his patients to 
place certain lim‘tations to his work according to his knowledge 
and ability in these fields (an obligation of all physicians general 
or special). He also has the obligation to perpetually add to his 
knowledge and abilities. Parenthetically the profession in general 


has the obligation to the general man of providing for and en. 
couraging his improvement and providing for recognition of 
same. 

By contrast we find that today the general man is discouraged 
from advancing himself, indeed even discouraged from entering 
the field at all because of the restrictions being placed upon this 
field. The general field as such is being “ruled out” of existence. 
A man enters general practice because he enjoys the over-all 
aspects of medicine. He likes the variety of general work. But as 
he sees himself denied more and more of the work which makes 
up this variety he sees that he is ceasing to be a general physician. 
Ironically enough he sees his specialist friends usurping more 
and more of the field of general practice! Truly, instead of 
wondering what a general practitioner is he begins to wonder 
what a specialist is. It used to be that a specialist only did the 
difficult work in his field, or work requiring extensive training. 
Now the specialist will find that the large majority of his work is 
general practice in his particular branch of medicine. 

As to whether the general physician is still needed, I offer 
in answer the phenomenal growth of osteopathy. There is no use 
denying that the D.O.’s are becoming more and more like M.D.’s 
as their training improves. The large majority of them do general 
work, and as the number of general M.D.’s decreases and as their 
limitations increase I predict a corresponding growth in osteo- 
pathy. Today in many areas osteopaths have better hospital 
facilities than general M.D.’s simply because they are not so 
limited in their own hospitals as are the M.D.’s. This certainly 
does not constitute an endorsement of osteopathy but is a state- 
ment of facts as they are. 


These trends do not bear well for the future of medicine. 
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They are the result of the abandonment of basic philosophies of 
this noble art. Sadly enough our profession has stooped to the 
unionist philosophy of strict demarcations and special privilege 
which can only result in a divided house. If these trends continue 
we shall most certainly lose control of our profession and what 
prestige and honor it has left. 

Rosert E, Smrru, M.D. 


Medina, Ohio 
Canadian Cousins Like GP 


Dear Sir: 

I wish to thank you very much for sending three copies of 
your journal, GP, to us. 

It is undoubtedly a good illustration of what has been done 
in your country for general practitioners by those who launched 
the Academy and by the executive officers who have been elected 
since that date. 

I simply hope that in the years to come, it will be possible to 

} publish a similar successful magazine in Canada. 

Will you please extend my congratulations and thanks to the 

president of the Academy. 

A. Rioux, M.D. 

Board of Representatives 
College of General Practice of Canada 


Quebec, Canada 


To give as many general practitioners as possible in Canada a “You mean a complete check-up?” 
chance to peruse GP, 700 copies of the March issue have been sent to ba r . 
the Canadian College for distribution.—PuBLISHER 
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Gastric Hyperacidity: eticlogy 


People being people, environmental factors contribu- 
tory to gastric hyperacidity are hard to remove, even 
when their role is clearly defined. But, the physician 
has a sure, simple—even pleasant—way of relieving 
the acid distress caused by: 

¢ dietary indiscretion 

* nervous tension 
emotional stress 
food intolerances 
excessive smoking 
alcoholic beverages 


Gelusil promptly and effectively controls the exces- 
sive gastric acidity of “heartburn” and chronic indi- 
gestion. And it affords equally rapid relief in peptic 
ulcer. Sustained action is assured by combining mag- 
nesium trisilicate with the specially prepared alumi- 
num hydroxide gel. 


Free from constipation : Gelusil’s aluminum hydrox- 
ide component is specially prepared: the concentra- 
tion of aluminum ions is accordingly low; hence the 
formation of astringent—and constipating—alumi- 
num chloride is minimal. 


Free from acid rebound: Unlike soluble alkalies, 
Gelusil does not over-neutralize or alkalinize. It main- 
tains the gastric pH in a mildly acid range—that of 
maximum physiologic functioning. 


Dosage—2 tablets or 2 teaspoonfuls two hours after 
eating or when symptoms are pronounced. Each tab- 
let or teaspoonful provides: 714 gr. magnesium trisili- 
cate and 4 gr. aluminum hydroxide gel. 


Available — Gelusil Tablets in packages of 50, 100, 
1000 and 5000. Gelusil Liquid in bottles of 6 and 12 
fluidounces. 


Gelusil® 


Antacid Adsorbent 


WARNER-CHILCOTT 
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Every 
nurse quickly 
understands 


these simple 
feeding 
directions 


More and more doctors are makizg Baker’s Modified Milk their routine 
feeding in hospitals. With Baker’s: 

1. Feeding directions are simple — there’s little chance of error. 

2. Highest quality is assured. Grade A Milk*— First in infant feeding. 

3. A more than adequate protein is provided for proper nourishment. 


4. The fats are well-tolerated because of the complete replacement of butter- 
fat with clinically-proven vegetable and animal fats. 


5. All known essential vitamins are provided in the amounts customarily 


BAKER'S MODIFIED MILK taken by infants through fortification with synthetic vitamins. 
Baker’s is supplied gratis to all hospitals, so you can readily leave instruc- 
which has been modified by tions to have your babies put on Baker's. 
replacement of the milk fat with 
vegetable and animal fats and by 


Baker's Modified Milk 


THE BAKER LABORATORIES, INC. 


Milk Produtls Ezelusively for. the Medical, Profpssion 


MAIN OFFICE: CLEVELAND 3, OHIO PLANT: EAST TROY, WISCONSIN 
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PERSONALITIES 


IN THE MEDICAL NEws 


Sir Alexander Fleming 
His Death Saddens Medical World 


UnexpecteD death on March 10 removed one of the world’s 
greatest scientific benefactors, Sir Alexander Fleming, dis- 
coverer in 1929 of the first great antibiotic, penicillin. The 
world recognition and acclaim that came to him as a result did 
little to change the modest, friendly, white-haired man who 
continued his scientific pursuits, until recent retirement, at 
London’s Wright-Fleming Institute of Microbiology. Dr. Flem- 
ing was knighted in 1944 by King George VI, received the 
Nobel Prize in 1945. Made an honorary member of the Ameri- 
can Academy of General Practice at the Cleveland Assembly in 
1954, Sir Alexander spoke there on the beginnings of antibiotic 
therapy. His death came as his close friend, AAGP past pres- 
ident U. R. Bryner, was planning creation of an international 
committee to present a 75th anniversary function in his honor 
in London in August, 1956. 


Theodore G. Klumpp, M.D. 
He Prescribes Federal Health Curbs 


IN ITS RECENT REPORT to the American people on the present 
state of their federal health services, the Hoover Commission 
diagnosed them as in “‘a chaotic condition, suffering from waste 
and duplication,” recommended sweeping review toward co- 
ordination of effort, elimination of duplication and waste. Chair- 
man of the Commission’s Medical Studies Task Force which 
made the study and offered the recommendations is Dr. Theo- 
dore George Klumpp, a native New Yorker, now president of 
Winthrop-Stearns, Inc., and a man whose lengthy list of mem- 
berships and directorships marks him as one of the most able 
and thoughtful physicians participating in civic and medical 
affairs. His publications include works on therapeutics, longev- 
ity, medical research. When not attending meetings, which 
must be never, he pursues hobbies of sailing, tennis, farming 
with his wife and six children at their Long Island home. 
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John Richard Fowler, M.D. 
He Pilots the AAGP 


Wuen Dr. John R. Fowler accepted the official gavel of 
the American Academy of General Practice in cere- 
monies at Los Angeles March 30, he became the Acad- 
emy’s eighth president and crowned many years of 
tireless effort in that organization’s behalf. Dr. Fowler, 
who exemplifies the family physician par excellence, 
isa transplanted South Carolinian, practices in Barre, 
Massachusetts, has been active in promotion of medical 
affairs in that state. His span of interest in Academy 
affairs encompasses the whole eight years of its exist- 
ence, and his chairmanship of the Academy’s National 
Building Fund Committee has sparked the effort that 
culminates now in erection of the new headquarters 
building in Kansas City. 


Rear Admiral Bartholomew W. Hogan 
He Keeps the Navy Healthy 


THE FIRST NATIVE of Massachusetts to become Surgeon 
General of the United States Navy, Rear Admiral 
Bartholomew W. Hogan has been inducted to serve 
four years as custodian of naval well-being. Born in 
West Quincy in the codfish state, and graduated from 
Tufts Medical School, Rear Admiral Hogan, a neuro- 
psychiatrist, built up a distinguished war record in 
naval service. He was senior medical officer aboard the 
USS Wasp when that carrier was torpedoed in 1942, 
holds, as a result of that engagement and others, 
countless medals for gallantry (including the Purple 
Heart), is the 26th chief of the Navy’s Bureau of Medi- 
cine and Surgery, the 22nd Navy Surgeon General. 


ON THE CALENDAR 


Academy chapter meetings and postgraduate courses, as 
well as other medical meetings in which general practi- 
tioners will have an interest, will appear here monthly. 


April 12. Wayne County (Michigan) chapter and Grace 
Hospital, postgraduate clinical progr on present. 
day concepts of diabetes, Grace Hospital, Detroit. 

April 13-14. indiane chapter, seventh annual scientific 
session, Antiers Hotel, Indianapolis. 

April 13, 20. University of Buffalo School of Medicine, 
postgraduate course in pediatrics, Buffalo, N. Y. 

April 14-15. Kensas University Medical Center, course 
on gastroenterology, Kansas City, Kan. 

April 16-17. West Virginia chapter, third annual meeting, 
Hotel Danie! Boone, Charleston. 

April 18. Cook County Graduate School of Medicine, 
course on urology, Chicago. ‘ 
April 19. Wayne County (Michigan) chapter and Grace 
Hospital, postgraduate clinical program on common 

problems in pediatrics, Grace Hospital, Detroit. 

April 19-20. Kentucky chapter, fourth scientific meeting, 
Brown Hotel, Lovisville. 

April 19-22. Maye Clinic and Mayo Foundation, pro- 
gram on general medicine and surgery, Rochester, 
Minn. 

April 20-23. American College of Physicians, course on 
stress and aging, Lankanau Hospital, Philadel- 


phia. 

April 21-22. New York Academy of Medicine, Eastern 
States Health Education Conferences, New York 
City. 

April 25-30. American College of Allergists, eleventh 
annual congress and graduate instructional 
course in allergy, Morrison Hotel, Chicago. 

April 26. Wayne County, (Michigan) chapter, and Grace 
Hospital postgraduate clinical program on manage- 
ment of convulsive diseases, Grace Hospital, Detroit. 

April 27-29. University of Tennessee College of Medicine, 
postgraduate courses in fractures and disloca- 
tions, Memphis. 

April 29. University of Washington Medical School. 
general practice spring clinic day and banquet, 
Seattle. 

May 2. Kansas Chapter, sixth annual meeting, Baker Hotel, 
Hutchinson. 

May 2. Cook County Graduate School ef Medicine, post- 
graduate courses on vaginal approach to pelvic 
surgery ; medicine , Chicago. 

May 3. Wayne County (Michigan) chapter, and Grace Hos- 
pital postgraduate clinical program on management of 
degenerative neurologic diseases, Detroit. 

May 6-8. Student American Medical Association, fifth 
annual convention, Chicago. 

May 9-13. Medical Society of the State of New York, 
annual convention, Hotel Statler, Buffalo. 

May 9-13. American College of Physicians, course on 
selected subjecis in internal medicines, Mann 
Hall Medical Sciences Building, The Mayo Clinic 
and Mayo Foundation, Rochester, Minn. 

May 10. Wayne County (Michigan) chapter and Grace 
Hospital, clinical program on “What Causes Urinary 

Tract Symptoms,” Grace Hospital, ‘Detroit. 
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in the treatment of DERMATITIS 


around COLOSTOMIES, FISTULAS and 


___ ANORECTAL TRRITATIONS 


_from fecal and 


urinary incontinence 


Well documented! 


Supplied in loz. tubes 
and 1 lb. jars ee 


Dept. G, PHARMACEUTICAL DIVISION, HOMEMAKERS’ PRODUCTS CORPORATION, 380 Second Avenue, New York 10, N. Y. 
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For a Spiritual Disease 


Juuan P. Price’s “The Man Behind the M. D. Degree,” 
in JAMA for January 29, 1955, has a simple text. This 
is it: “The physician is a man with an M. D. degree. 
Before he became a doctor of medicine he was a man, 
and a man he will remain until he dies.”” Upon this text 
Dr. Price builds the physician’s place in society—as a 
citizen, as a member of the community, as a tamily 
man, and as an individual. 

In the last part of the article—the physician as an 
individual—Dr. Price lists the signs of national spirit- 
ual disease—‘‘the laxness of morals in our national 
government in recent years, the hold of organized vice 
on legislative and social life, dishonesty and corrup- 
tion in various state and local governments, the in- 
crease in crime in our teen-age population, bribery 
and unethical conduct in amateur athletics, the preva- 
lence of income tax evasion, the mad search for pleas- 
ure that causes people to spend four times as much for 
alcoholic beverages as they do for religious and welfare 
activities, the inroads being made by atheistic com- 
munism on the thinking of some citizens. And the doc- 
tors, judging from articles that are appearing in the 
press and from accusations being hurled in our direc- 
tion, do not seem to have remained free from this mal- 
ady. There are those among us who have put financial 
reward ahead of service, who depart from the Code of 
Medical Ethics when it conflicts with personal gain, 
and who are willing to cast aside medicine’s tradition 
of devotion to duty.” 

For this spiritual disease, Dr. Price calls for spiritual 
treatment—‘‘a return to God and to his eternal princi- 
ples.” He adds, ‘Most physicians I have known are 
men of high principles. Many of them hold strong 
religious beliefs; yet for some reason they tend to shy 
away from expressing their convictions except in pri- 
vate conversation with intimate friends. As a result, 


they are regarded by the public, and by their colleagues, 
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as men who have good moral character but are luke- 
warm toward religion itself. Our great need today is for 
every physician who is a member of a religious organ- 
ization to reaffirm his vows and to let the public as well 
as his colleagues know, in clear and unmistakable 
language, the principles for which he stands and the 
beliefs that he holds. Only in this way may we hope to 
halt the progress of the spiritual disease that prevails 
in our profession and in our nation. Only in this way 
may we hope to set our feet on the road that leads to 
spiritual health.” 

Seldom has a physician given so completely of him- 
self as did Dr. Price in those sentences. And by that 
act of giving, he obviously hopes to set an example that 
his fellow physicians cannot refuse to follow. To him, 
personal comfort is the smallest gain from belief in 
God. For greatest gain that belief must be tough- 
minded, must find militant expression. In effect he is 
saying, ‘Doctor, show your soul to your fellow-man.” 


Sir Alexander Fleming 


A DISTINGUISHED Honorary Member of the Academy, 
Sir Alexander Fleming, discoverer of penicillin, died 
March 11 at his London, England, home. Sir Alex- 
ander and the charming Lady Fleming were guests at 
the 1954 Assembly. Academy members who met them 
learned that the reknowned scientist was a humble, 
modest man who had but one objective: Service to 
mankind. With this simple tribute, the Academy sa- 
lutes a great scientist and a fine man. 


Required Consultation 


SmiiaR to many other standards on accreditation of 
hospitals, the standard on consultation has been mis- 
understood or misinterpreted by many hospital admin- 
istrators and medical staff members. General practi- 
tioners have frequently reported that the rules on 
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consultation at their hospitals were being revised to 
exempt specialists from the requirement, and to re- 
quire that all consultants must be certified specialists 
or members of specialty societies. 

The “Standards for Hospital Accreditation” of the 
Joint Commission on Accreditation of Hospitals does 
not provide a basis for such action by the hospital, al- 
though various groups used the Joint Commission’s 
“Standards” and fear of loss of accreditation to sup- 
port recommendations on changes. 

The Board of Commissioners and the Director of the 
Joint Commission have been aware of the need for ex- 
pressing the standards in such a manner that they are 
not subject to different interpretations. From time to 
time, the Director has issued explanatory statements 
in an attempt to clarify the Joint Commission’s re- 
quirements. 

After considerable study, the Board of Commission- 
ers has published a revision of its standard on consul- 
tation. Included with it is an explanatory note which 
should clear up any misunderstanding on the intent or 
purpose of the standard. By definition, a consultant is 
a second physician called to examine a patient. The 
determination of the consultant’s competence should 
be made by the hospital staff. The Joint Commission 
expects the rule to apply to all physicians on the staff, 
regardless of position, and clearly states that determi- 
nation of qualifications for functioning as a consultant 
should not be based on Board certification. 

This revised standard and explanatory statement of 
the Joint Commission’s is so important and timely to 
general practitioners that it is printed in its entirety 
on page 192 of this issue. 


The “Second Look” for Cancer 


ABOUT SIX YEARS AGO Wangensteen first began using 
his “second look” procedure for visceral cancer. In 
brief, this entails a re-exploration operation about six 
months after the original excision of a cancer (gastric, 
colic or rectal) that had shown lymph node metastases. 
If cancer is found at the second look, it is removed if 
possible. Then subsequent exploratory operations are 
carried out until no more cancer is found. Once a pa- 
tient has had a negative exploration, no more surgery 
is recommended. 

In the case of one woman who underwent resection 
of a carcinoma of the colon in November, 1948, the 
second, third, fourth and fifth looks all revealed addi- 
tional sites of cancer metastasis. The sixth look was 
done in February, 1951—was negative for cancer. At 
33 months after that last exploration, the patient was 
free of any signs of residual cancer. 


In Surgery, Gynecology and Obstetrics for September, 
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1954, Wangensteen and his associates issued an in- 
terim report on the “second look” method. The report 
dealt with 103 patients who had been treated surgi- 
cally for lymph-node positive cancer of the stomach, 
rectum or colon. Residual cancer was discovered at 
the ‘‘second look” in about half the patients. After the 
second look was positive, there were six patients who 
reached the stage where a last look was negative. 

These figures would seem to imply that only about 
one in 20 patients has a chance of receiving benefit 
from the “second look”’ procedure. Since the operative 
deaths numbered six, the gains seem exactly balanced 
by the losses. However, Wangensteen’s experience 
discloses some mitigating circumstances. 

First, there are a few patients alive and well and 
awaiting additional looks because the last previous 
look was positive. Some of these people may still be 
salvaged. Secondly, the surgeons are keenly aware that 
their techniques for resection of visceral cancers have 
undergone considerable change as a result of what 
they have learned at second looks. They are convinced 
that they are doing more effective surgery as a conse- 
quence. Thirdly, they are impressed with the response 
of their patients to the doctrine of the second look. 
These patients have had to be told about their cancer. 
Uniformly they have reacted well to the truth and have 
displayed remarkable fortitude in the face of multiple 
operations. The authors imply that frankness about 
diagnosis is desirable in cancer patients, at least when- 
ever the physician has some expectation of curing the 
disease. 

Finally, although six patients seems a small number 
to have received benefit from the total of 141 reopera- 
tions performed, even this number justifies Wangen- 
steen’s courageous clinical experiment. He asks only 
**. . that the tentative success so far achieved in a few 
patients be measured against the utter hopelessness of 
recurrent cancer in the past.” 


Streptococcal Infection and Rheumatic Fever 


In THE American Journal of Medicine for December, 
1954, Catanzaro and associates published data that 
further clarify the relationship of streptococcal infec- 
tion and rheumatic fever. Heretofore, it has been ac- 
cepted that rheumatic fever is somehow based on pre- 
ceding infection with a group A streptococcus. Most 
authorities have taught that the rheumatic state is an 
antigen (streptococcus) -antibody phenomenon. It has 
been implied or boldly stated that this phenomenon 
develops without reference to continuation of the strep- 
tococcal disease. In other words, the original infection 
may have completely disappeared at the time the rheu- 
matic attack is initiated. This last thought was sup- 
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ported by the typical sequence of events, which goes 
as follows: 

Streptococcal Rheumatic 

pharyngitis fever 

The work of Catanzaro’s group refuted a large part 
of these earlier teachings. In short, the data showed 
that subsidence of symptoms of streptococcal infection is 
not synonymous with disappearance of streptococci. In- 
deed, these authors reported that all rheumatic sub- 
jects probably harbor streptococci at the time of the 
onset of the acute attack. 

In order to appraise the part played by streptococcal 
antigens in rheumatic fever, the investigators purposely 
delayed treatment of streptococcal pharyngitis for nine 
days after onset. At that time, although symptoms had 
subsided, streptococci were still present in the throat 
and presumably would have had opportunity to pro- 
duce maximum antigenic stimulation. Penicillin then 
was given in doses sufficient to eradicate the strepto- 
cocci. In spite of this delay in treatment, rheumatic 
fever was effectively prevented, in contrast to a high 
attack rate in a group of patients who received placebos. 
In another group who were treated promptly with sul- 
fadiazine, antibody formation was suppressed, but the 
patients continued to harbor the streptococcus and 
their attack rate for rheumatic fever was at least as 
high as in the controls. 

This experiment does not disclose just how the har- 
bored streptococci (in an asymptomatic throat) set off 
the episode of rheumatic fever. In a sense, that is be- 
side the important point: the development of rheumatic 
fever requires the presence of living streptococci through- 
out convalescence from the initial streptococcal disease. 
This thought has two corollaries: 

(1) Drugs that suppress symptoms of a streptococcal 
disease without eradicating streptococci completely— 
drugs like the sulfonamides—must not be used for the 
purpose of treating streptococcal disease. (This does 
not deny the importance of long-term administration 
of small doses of sulfonamides for the purpose of pre- 
venting streptococcal disease in rheumatic fever sub- 
jects.) 

(2) When rheumatic fever appears. it should be as- 
sumed that the patient is harboring streptococci. Peni- 
callin should be given on the assumption that eradica- 
tion of streptococci may influence the rheumatic 
process. 

For additional information dealing with rheumatic 
fever, see ‘Stop Rheumatic Fever” on page 57. 


Diagnosis of Systemic Lupus Erythematosus 


Systemic lupus erythematosus is a great mimic. To 
emphasize this fact, Tumulty, in his scholarly essay in 
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the Journal of the American Medical Association for 
November 6, 1954, published a long list of conditions 
that represent diagnoses first made in cases of lupus. 
That list, with minor modifications, was as follows: 


Other skin disorders Acute nephritis 
Idiopathic thrombopenic purpura Chronic nephritis 
Idiopathic hemolytic anemia Pyelonephritis 
Lymphoma Epilepsy 
Rheumatic fever Acute psychosis 
Rheumatoid arthritis Dermatomyositis 
Primary muscular atrophy Scleroderma 
Virus pneumonia Septicemia 
Bacterial pneumonia Latent syphilis 
Bacterial endocarditis Tuberculosis 
Raynaud’s phenomenon Trichinosis 
Drug reaction Brucellosis 


An appreciation of lupus’ extraordinary power of 
mimicry is prerequisite to avoidance of erroneous first 
impressions. Thus, physicians need to condition them- 
selves so that the lupus alarm bell rings when they are 
confronted by patients having symptoms of rheuma- 
toid arthritis or an unexpected positive serologic test 
for syphilis or any of the disorders in Tumulty’s list. 
Although such conditioning will result in a good many 
false alarms, it seems to be the only way to avoid long 
delays in recognition of systemic lupus. 

Also helpful in diagnosis of this polymorphous 
disease is an awareness of the kind of course it follows. 
In that connection, Tumulty stressed two points. 
First, systemic lupus is commonly not an acute but 
rather a chronic disease. Second, the natural course of 
lupus is marked by periods of remission that usually 
last for one to four years (occasionally longer). Such 
fluctuation of activity of the disease tends to mislead 
the diagnostician because he may not view the exacerba- 
tions as related parts of the same disease. Confusion is 
compounded when exacerbations involve different or- 
gan systems. 

Once systemic lupus has been recognized, the phy- 
sician’s diagnostic problems are not ended. Now he 
must avoid the natural tendency to explain all the 
patient’s symptoms on the basis of the primary disease. 
As Tumulty pointed out, lupus frequently is com- 
plicated by bacterial infections. These are often “mis- 
takenly considered to be additional manifestations of 
the parent disease process, and hence specific therapy 
is withheld.” He ended this thought with, ‘Each epi- 
sode during the sometimes complicated course of lupus 
must be evaluated as to cause if such grave errors are 
to be avoided.”’ The errors are indeed grave in view of 
our growing awareness of systemic lupus as a chronic 
disease—not altogether hopeless, particularly when 
kidneys, heart, lungs or central nervous system are not 
seriously implicated. 
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A Measure of Greatness 


THE MUTUAL AFFECTION between patient and physician 
is one of Medicine’s great rewards. Sometimes patients 
carry this affection a bit far. It may then be called 
“transference.” This means that the intensity of the 
patient’s emotional attachment to his doctor has be- 
come unreasonably strong. We are told by our col- 
leagues in psychiatry that, by this means, one may 
compensate for an inability to face up to the stress of 
one’s situation. 

All physicians, even the most unseemly ones, have 
experiences of this sort. In general, they react in ad- 
mirable fashion. The doctor resists the patient’s 
attempt to deify him; the personal-emotional-pro- 
fessional relationship is preserved in nice balance; 
when the patient is ready to try his wings, he is pushed 
out of the nest—kindly, but resolutely. This is good. 
It keeps the physician in proper proportions; like son 
Jack, 

**. . . @ plain-looking lad; 
He is not very good, 
Nor yet very bad.” 


Recently a group of psychiatrists interviewed 32 pa- 
tients before and after cardiac surgery. Most of them 
were young people, aware and fearful of their pro- 
gressive physical deterioration. 


When surgery was successful, it was not unusual for 
the patient to see the surgeon with new eyes. He be- 
came a “mother,” a “giver of new life,” a “miracle” 
worker, a “divinely guided father figure,”’ etc. Perhaps 
such a reaction is not too extravagant, when one takes 
into account the magnitude of this change in a de- 
spairing patient’s vital prospects. 

Profound changes in longevity and mortality con- 
tinue, and indeed will increase as dramatic procedures 
of this kind become more widely available. With this 
broadening of medical accomplishment, more than 
ever will humility be the measure of a physician’s 
greatness. 


Cure Wanted 


AN AMBITIOUS PROJECT for lung cancer case finding is 
in progress in Philadelphia. In JAMA for January 29, 
1955, Katharine Boucot and her associates describe 
plans for a 10-year study of a group of 6,000 men 
over 45 years old. Each man will be examined every 
six months, including chest films and an interview 
designed to elicit symptoms that might point to 
bronchogenic carcinoma. If either x-ray abnormality 
or significant symptoms are found, the patient is 
studied more thoroughly. 
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During the first two and one-half years of the 
program, 3,945 men were surveyed, with a yicld of 
37 proved primary lung cancers. Every effort was 
made to shorten the interval between discovery of 
an abnormality and performance of an exploratory 
operation. Nevertheless, in the opinion of the authors, 
the interval remained too long—the median for dif- 
ferent groups ranging from 36 days to 81 days. This 
is all the more discouraging since the project was set 
up expressly to bring patients to surgical treatment 
as early as possible after first suspicion of a neoplasm, 

The immediate results, in terms of salvage of life, 
have not been good. Only 17 of the 37 cases were 
suitable for resection of the cancer. The remainder 
of the patients had cancer that had already progressed 
to an “inoperable” state. Of the patients who under- 
went resection, 11 were living at the time of the 
authors’ report. 

Perhaps as the program continues, the efforts at 
early detection and prompt treatment will be more 
efficient and more effective. Certainly at the present 
stage of knowledge, all hope for cure rests with such 
efforts. They deserve fullest support. Still, the uneasy 
feeling prevails that the total problem of lung cancer 
is too massive for the surgeons’ scalpels. Here, as with 
some other types of cancer, what this country needs is 
a good cure for cancer. Or is it a good five-cent cigar? 


ECG Changes After Meals 


Two RECENT ARTICLES call attention to important 
changes that appear in the electrocardiogram during 
the postprandial state. In the first, appearing in Cir- 
culation for December, 1954, Rochlin and Edwards 
described four patients in whom a diagnosis of coro- 
nary artery heart disease had been proposed because 
of flattening or inversion of T waves in the bipolar or 
V.-Ve leads. In two of the patients, a story of chest 
pain reinforced the initial clinical impression. How- 
ever, on closer analysis, the chest pain was unlike that 
of coronary insufficiency. In all four cases, it was found 
that the T-wave changes were variable—coming soon 
after the patient ate a high-carbohydrate meal. At 
other times the electrocardiogram was not remarkable, 
and it was not altered by strenuous physical exertion. 

In other experiments with healthy young adults and 
with additional cardiac and noncardiac patients, Roch- 
lin and Edwards showed that T-wave changes are not 
at all unusual after a high-carbohydrate meal. They 
speculated that the electrocardiogram is probably 
reflecting redistribution of potassium in heart cells—a 
redistribution brought about by a changing blood 
sugar level or by the liberation of insulin that follows a 
meal. 
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In another article along these same lines, Levit and 
Dinman described the effect of eating on electrocardio- 
grams after myocardial infarction. Their study, pub- 
lished in JAMA for January 8, 1955, concerned 27 
consecutive cases of acute myocardial infarction. In a 
significant number of the patients, eating caused tran- 
sient alterations of the T waves—alterations that might 
have introduced a source of error in the appraisal of a 
patient’s course. 

These postprandial electrocardiographic changes 
have much more than an academic interest. Failure to 
take them into account could lead to serious mistakes 
—wrong diagnosis or inaccurate appraisal of a pa- 
tient’s course. Now that the possibility of the changes 
is known, avoidance of troublesome errors is easy. As 
a matter of routine procedure, the electrocardiogram 
preferably should be recorded when the patient is in a 
fasting state, or at least several hours after the last 
meal. This seems especially important when tracings 
are being obtained serially for the purpose of following 
the course of a patient having myocardial infarction. 


Stop Rheumatic Fever 


By THE TIME you read this, you will probably already 
have received in the mail a copy of ‘Prevention of 


Rheumatic Fever and Bacterial Endocarditis Through — 


Control of Streptococcal Infections.” At least the 
American Heart Association meant for you to receive 
it, because they planned to mail the pamphlet “‘directly 
to all general practitioners, internists and pediatri- 
cians.” If you didn’t get your copy or if you threw it 
away under the mistaken impression that it contained 
nothing new, then beg or borrow another copy. This 
pamphlet is new. It’s different from the 1953 state- 
ments about rheumatic fever and streptococcal infec- 
tions. You need it. 

Many of the points in the new “prevention” pam- 
phlet have already been discussed editorially in these 
columns. Most of them were thoroughly reviewed by 
the experts on the Academy television show last Febru- 
ary. Nevertheless, the pamphlet provides a tidy sum- 
mary—a quick reminder that— 

1. Prevention of rheumatic fever depends on con- 
trol of beta hemolytic streptococcal infections. This 
implies a need for complete eradication of streptococci 
in the throat of the patient—an accomplishment that 
requires full doses of penicillin to assure the main- 
tenance of effective blood levels of the drug for ten days. 

2. Prevention of recurrences of rheumatic fever de- 
mands /ifelong prophylaxis against streptococcal infec- 
tions by continuous administration of penicillin or sul- 


fadiazine. 


3. When a rheumatic fever patient is admitted to a 
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hospital for any reason, he is exposed to increased 
hazards as the result of contact with streptococcus 
carriers or patients with active streptococcal infections. 

4. Patients having rheumatic heart disease or con- 
genital cardiovascular defects are peculiarly vulner- 
able to bacterial endocarditis. They need special pro- 
phylactic treatment, preferably with penicillin, under 
certain circumstances—dental extraction or other den- 
tal manipulation, removal of tonsils and adenoids, 
childbirth, operations on the gastrointestinal tract or 
on the urinary tract. 

The new pamphlet for physicians is part of the 
American Heart Association ‘Stop Rheumatic Fever” 
campaign. The Association, working in conjunction 
with the National Heart Institute, hopes to reach all 
levels of community life with educational materials. 
For this purpose the vigorous cooperation of all family 
doctors will be especially valuable. This should be easy 
to get. Family doctors are pretty well sold already on 
the idea that rheumatic fever is worth stopping. 


(Reprints of the rheumatic fever prevention statement and mate- 
rials for lay education are available from local heart associations 
and health departments or from the American Heart Association, 
44 East 23rd Street, New York 10, N. Y., and from the Heart In- 
formation Center, National Heart Institute, United States Public 
Health Service, Bethesda 14, Maryland.) ~ 


& ACROSS THE EDITOR'S DESK 


April Song 


THERE ARE TIMES when the words won’t come. Or they 
come in blobs and bubbles that don’t make sense. The 
feeling is there but it can’t find expression—not in 
words anyway. 

Mr. Vagnoni used to have that trouble when busi- 
ness had been good at his grocery store. His round 
Italian face would be all broken out with a smile. 
**How are you, Mr. Vagnoni?” you’d ask, and he’d 
just lift his shoulders and spread his arms and smile 
harder than ever. Then if you taxed him with ‘How’s 
business?” he’d begin to chuckle, and always he’d 
reply, “Well, I'll atell you. If business she’s as good 
alast aweek as she was anext aweek, then I’m a son of a 
gun, that’s what I hope!” You knew what he meant. 
You knew he loved you and all the world. 

This is one of those times. GP is 5 years old today. 
For these five years of life, such good feelings have been 
storing up—Well, we’ll tell you. If GP can make you 
as happy in the last five years as it did in the next five 
years, then we’re a son of a gun. That’s what we hope! 
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There is reason to believe that thrombosis of the internal 

carotid is a not uncommon cause for various kinds of “strokes,”’ 
particularly in young or middle-aged adults. 

A good collateral circulation usually is available, and this 
accounts for a relatively good prognosis. Sometimes the diagnosis 
can be ascertained by palpation of the internal carotid. 

In other instances, carotid arteriography is needed. 


Carotid Thrombosis—A Cause for the “Stroke” Syndrome 


BY JOHN F. McGUIRE, M.D. AND RUDOLPH JAEGER, M.D. 


Department of Neurosurgery, Jefferson Medical College and Hospital, Philadelphia 


THE COMMON and internal carotid arteries in their 
course through the neck and base of the skull are often 
the site for arterial wall disease. Massive thrombi ex- 
tending into the lumen may cause partial or complete 
occlusion of either or both of these vessels. Cerebral 
symptoms, caused by ischemia of the brain tissues, are 
the result and are often confused with those commonly 
seen in the minor and major “stroke” syndromes 
where the same type of arterial occlusion may involve 
the major branches of the brain arteries (anterior, 
middle and posterior cerebrals). 

The symptoms of carotid occlusion may vary in 
duration and severity over a wide range. This is due 
to the fact that many localized inflammatory plaques 
may only partially obstruct the lumen of the vessel. 
Other obstructions may be complete, but an entirely 
adequate collateral blood flow for the brain’s needs 
May exist through the other carotid and vertebral ar- 
teries by way of the circle of Willis. Thus there occur 
contralateral transient hemiparetic (paralytic) and ab- 
normal sensory phenomena which come and go over a 
period of many months and in many degrees of severity. 

The diagnostic aspects of this problem have been 
tremendously simplified through the roentgenographic 
demonstration of the thrombotic lesion by carotid 
angiography. Surgical exposure and excision of the 
esion, as well as its post-mortem study, have added 
greatly to our knowledge of it (Figure 1). 


GP April 1955 


It is known, from the rapidly accumulating case 
reports in a short period of years, that this condition 
is by no means rare. Its recognition is important for 
diagnostic, therapeutic and prognostic considerations. 
Physicians generally are unfamiliar with the lesion or 
completely unaware of its existence largely because of 
its location. Anatomic investigations of this portion of 
the internal carotid are infrequent because of the in- 
accessibility of the vessel. As Fisher has stated, ‘This 
general lack of appreciation of the condition may be due 
to the fact that the cervical portion of the internal caro- 
tid lies in no man’s land between the general pathologist 
and the neuropathologist.” The present study is based 
on our observation of 15 cases collected over a period 
of only four years. 


Anatomy 


Anatomically only a general knowledge of the arte- 
rial circulation of the neck and brain is necessary to 
understand the potentially devastating effect of an 
occlusion of one of these vessels. Four large arteries 
supply the entire brain with arterial blood—the two 
vertebrals and the two internal carotids. Blood nor- 
mally passes freely from one side of the brain to the 
other by way of the circle of Willis. This crossed flow 
of blood in the vessels is not always adequate for the 
entire brain’s needs due to their variable size, con- 
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Figure 1. Carotid arteriogram showing thrombotic occlusion of 
internal carotid at the usual location for this lesion at (a), needle 
through which the contrast material was injected (mn), vertebral 
artery (v) filled by reflux flow through subclavian artery. 


genital absence and occlusive disease of the communi- 
cating vessels. In such instances, an occlusion of a 
carotid by a clot is likely to produce sudden death, or 
transient or permanent hemiparetic phenomena. 

Since the carotid circulation is absolutely necessary 
to the nourishment of the parietal, temporal and 
frontal lobes, it is not surprising that symptoms re- 
lated to the motor and sensory brain centers occur in 
this disorder. Transient headaches, speech difficulties, 
numbness and tingling of one half of the body, as well 
as fleeting attacks of hemiparesis are common pro- 
dromal symptoms before the occlusion has become 
complete. 

Death or immediate massive hemiplegic symptoms 
seldom occur unless the thrombus extends up the 
carotid to where the exceedingly important posterior 
communicating artery branches from it. At this loca- 
tion, such a lesion is likely to progress to occlude the 
anterior and middle cerebral arteries. Below this point, 
the posterior and anterior communicating arteries 
from the opposite side provide maintenance nutrition 
resulting in an amelioration of the symptomatology. 
The thrombus usually forms and is limited to the inter- 
nal carotid just above the point where the external 
carotid forks from the common carotid. 
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Figure 2a. Thrombus filling internal and common carotid. At 
arrow the vessels have been opened to demonstrate the hemorrhagic 
type of clot. 


Pathology 


The delayed recognition of this lesion has been due 
to the fact that post-mortem studies seldom include a 
meticulous examination of the internal carotids in the 
neck and at the base of the skull. Indirect evidence of 
the cause for an obvious cerebral death has repeatedly 
been demonstrated in the finding of “brain softening” 
which is surely nothing more than ischemic changes 
due to a thrombosis in the carotid or its major branch. 

A portion of the internal carotid, from its origin to 
the bifurcation into the middle and anterior cerebral 
vessels may be the site of the thrombus. Most com- 
monly it appears to form in the very first part of the 
internal carotid, leaving the circulation through the 
external carotid intact. The retention of the external 
carotid circulation is important, since a valuable col- 
lateral circulation exists through this vessel by way of 
the facial and ophthalmic arteries. 

Basically the lesion is small and represents the re- 
sult of localized arterial wall disease. One must not 
conclude, however, that it is always a part of general- 
ized arteriosclerosis, because it is often a solitary lesion 
and is frequently found in the middle-aged adult and 
occasionally in childhood. There is evidence that the 
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Figure 2b. Schematic representation of carotid artery thrombosis. 


lesion may be due to contiguous lymph node inflam- 
mation, trauma or systemic blood-borne organisms 
which lodge and multiply in the vasa vasorum produc- 
ing a massive inflammatory lesion of the vessel. 

Grossly and microscopically, the thrombus repre- 
sents an accumulation of leukocytes, fibrin and the 
other usual inflammatory exudates, combined with a 
large blood clot in the acute and subacute stages 
(Figure 2a and 6). It may or may not have an old 
calcareous plaque associated with it. Secondary patho- 
logic changes occur in the brain or retina and will not 
be dealt with in detail here. 

Several months after carotid occlusion, cortical 
atrophy and compensatory ventricular dilatation can 
usually be demonstrated by pneumoencephalography 
and are the result of tissue ischemia, brain softening 
and shrinkage. Occlusion may be partial or complete, 
which undoubtedly determines the duration and se- 
verity of the symptoms and the prognosis (Figure 3). 

Seven out of 15 of our patients were in the age group 
of 41 to 48, Six had ages from 51 to 59. Only two were 
60 or over (Figure 4). Internal carotid thrombosis is a 
disease of relatively young, middle-aged people. The 
age incidence is probably lower than that occurring in 
other cases of so-called cerebral vascular accidents 
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Figure 3. Partial thrombosis of the internal carotid (at arrow) which 
produced cerebral symptoms. Occlusion of this vessel was demon- 
strated surgically. Obstruction was passed by the catheter. The mid- 
dle cerebral is poorly filled which may indicate an associated throm- 
bosis of that vessel. Polyethylene catheter through which the dye was 
injected is shown. 


Figure 4. Ages of 15 patients having thrombosis of carotid artery. 
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where terminal cerebral vessels are thrombosed. John- 
son and Walker, in a review of more than 100 cases, 
found the age distribution to range from 13 to 80, 
with the greatest number in the 30 to 60 age group. 

A definite correlation can be made between the age 
of the patients and the neurologic deficit. The younger 
age group have little neurologic deficit. In older age 
groups, there are severe neurologic manifestations, 
such as hemiplegia, and death is more likely. This is 
understandable because of the inability to establish a 
collateral circulation through small vessels which may 
have been previously occluded partially or completely 
by arteriosclerosis. 


Symptoms 


The neurologic symptoms in our cases varied in 
type, severity, duration and residual neurologic defi- 
cit. The onset of symptoms in internal carotid throm- 
bosis may be massive and dramatic or mild and transi- 
tory. 

The massive thrombi may manifest themselves with 
a severe apoplectic onset. It is usually in the older age 
groups that immediate severe neurologic deficits or 
death result. Death occurred in two of our cases. In 
only one of these did a thrombosis cause immediate 
death. An apoplectic onset occurred in one instance, 
during or after a surgical procedure (pneumoencepha- 
lography) with anesthesia. causing partial blindness, 
hemiplegia and aphasia. Permanent neurologic deficits 
are a result of inadequate collateral circulation due to 
arteriosclerosis, anatomic variations of the circle of 
Willis, embolism or extension of a thrombus into the 
main branches of the internal carotid artery. Some of 
the symptoms have been explained as a result of vaso- 
spasm (of this there is no proof). The probability that 
the symptoms may be due to cerebral anoxia as a 
result of recurring disturbances in blood supply to 
affected areas due to a transitory fall in blood pressure 
must also be considered. 

Transient symptoms leaving no neurologic sequelae 
are peculiar to the clinical history of most of these 
cases. The neurologic manifestations cover a wide 
spectrum. From a pathologic and physiologic view- 
point, any ipsilateral cortical area or functional tract 
may be affected by the resulting ischemia. Propaga- 
tions of the thrombus into the ophthalmic and central 
retinal artery can cause partial or complete blindness. 
Extension of a thrombus into the posterior cerebral, 
where this vessel branches from the carotid, can cause 
a homonomous hemianopsia; this occurred in two 
recent patients not included in this series. 

Briefly, the symptoms include headache, hemiplegia, 
transient extremity weakness or hemiparesis, pares- 
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thesia of the face and extremities, tinnitus, earache, 
partial to complete blindness, astereognosis, ap|iasia, 
homonomous hemianopsia, personality changes and 
decrease in the power of cerebration. Mental disorders, 


such as emotional instability and memory loss, occur | 


if the brain structure is badly damaged. One patient 
developed melancholia resulting in suicide several 
years after the carotid thrombosis was recognized, in 
spite of the fact that her general physical state re- 
turned almost to normal. It may be that the lesion had 
no relation to the psychotic state. 

Certain symptoms of carotid thrombosis deserve 
emphasis. Headache is a frequent occurrence, continu- 
ous during an exacerbation, and localized to one side 
—usually in the frontal or temporal region. In our 
group of 15 patients, nine gave a definite history of 
headache. From two others with an organic mental 
syndrome no adequate history of headache could be 
elicited. 

Headache was the chief complaint in one instance. 
Her headache was unusually severe, and regular use of 
drugs was necessary to control it. During the period 
of these headaches, an arteriogram demonstrated a 
partial thrombosis. 

Paresthesias were common complaints and were 
variously described as numbness and tingling, pins 
and needles, and a dead feeling. Most of the queer 
sensations occurred in the extremities. Others were 
limited to the face, and one to the tongue and face. 
Paresthesias were absent only three times. 

Transient weakness of an extremity, hemiparesis and 
hemiplegia were the most common complaints. Other 
authors have stated that hemiplegia is the most com- 
mon finding. Only four of our patients were hemi- 
plegic, two of whom died. Nine had some weakness in 
both upper and lower extremities, or it was limited to 
the arm alone. All of these had improved to the point 
where weakness could not be found on our examina- 
tion. 

Hemiplegia occurred once during (or after) a pneu- 
moencephalogram. The patient was found a few min- 
utes after the procedure in neurogenic shock, and on 
recovery there was a hemiplegia, aphasia and partial 
blindness. She improved to almost full recovery two 
years later. 

In Fisher’s series of eight cases, two died after op- 
erative procedures. Great caution must be exercised 
where surgical procedures are necessary on patients 
having internal carotid thrombosis. Death can occur 
from occlusion of collateral vessels of the circle of 
Willis or of the other unoccluded internal carotid in a 
patient having had a previous carotid thrombosis. This 
is an important reason for making a positive diagnosis 
of internal carotid thrombosis. 
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Visual disturbances, according to Fisher, are quite 
common. In his series of eight cases, four complained 
of blurred vision, one characterizing it as a curtain 
passing over her eyes. This blurring is usually uni- 
lateral; however, a homonomous hemianopia and 
quadrantopia can result. One of our patients com- 
plained spontaneously of blurring of vision. The dura- 
tion of this blurring was a matter of minutes. He had 
no recurrences. Another patient with visual com- 
plaints, when examined three months later, revealed a 
dilated, sluggishly reacting pupil. Visual acuity was 
markedly reduced, and there was optic atrophy. The 
retinal vessels were barely visible. Diplopia occurred 
in two instances. 

Subjective noises were common. Three patients 
could hear sounds in or near their ears. These were 
usually synchronous with the pulse. There was a 
bruit over the mastoid area of one patient complaining 
of tinnitus. The bruit was arrested by compressing the 
artery on the ipsilateral side. Tinnitus and bruit dis- 
appeared after arteriography. Another patient com- 
plained of a swishing sensation in his neck. This lasted 
for three days, and when it stopped, it was replaced 
by a headache in the occipitoparietal area, numbness 
of the hand, and dragging of the right foot. Two 
other patients complained spontaneously of disturb- 
ing noises of the ear on the side of the carotid throm- 
bosis. Both of these patients complained of pain in 
the ear or pain radiating into it. 

It may be theoretically assumed that the abnormal 
ear noises are caused by blood passing through a lu- 
men narrowed but not completely occluded by the 
thrombus. There is evidence that the noise leaves when 
occlusion becomes complete. However, a loud systolic 
bruit may develop in the unoccluded carotid due to 
compensatory increase of the blood flow through this 
normal carotid. 

Ataxia appeared as a major complaint only once, 
with this symptom being constant for two months. In 
another instance it was temporary. 

Syncope was a common complaint, occuring in five 
cases. Recurring attacks of syncope were noted twice. 
One patient had syncope as her chief complaint. We 
have demonstrated that it is relatively easy to cause 
syncope in internal carotid thrombosis, by compress- 
ing the contralateral common carotid artery. This had 
been used as a diagnostic procedure on suspected 
cases of carotid thrombosis, but it is not routinely 
recommended, and it may not always be reliable as a 
diagnostic aid. 

It is quite possible that many persons with hyper- 
sensitiy e carotid sinuses or the syncope of the so-called 
carotid body reflex actually have internal carotid throm- 


bosis. 
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Figure 5. An important part of the examination is palpation of 
the artery at the neck or in the tonsillar fossa. 


Physical Examination 


A meticulous physical examination is important in 
making a diagnosis of this disorder. An important but 
unreliable part of the examination is palpation of the 
common and internal carotids of each side (Figure 5). 
It is difficult to determine the patency of the internal 
carotid arteries by palpation because the only portion 
available is that above the fork for a length of only two 
inches. Occlusion often takes place above this point. 
However, pulsations are usually decreased in the 
common carotid artery of the same side. 

Unfortunately, many of the carotid arteries in our 
series were not palpated before arteriography, surgical 
exploration or post-mortem examination. However, 
many were palpated before or after arteriography. Of 
these, decreased pulsations could be noted in the 
region of the carotid arteries on the side of the throm- 
bus in eight instances. 

It is conceivable that pulsations will not be dimin- 
ished in thrombosis of higher portions of the internal 
carotid artery. Pulsations may be transmitted from the 
common carotid artery when the thrombosis is slightly 
above the carotid fork. Since many of the younger pa- 
tients with this condition are normotensive or hypo- 
tensive, pulsations are not so pronounced as in 
hypertensive patients. 

Palpation can best be performed from behind the 
patient and along the anterior border of the sterno- 
mastoid, high in the neck..The patient’s head should 
be slightly extended. Palpation may also be performed 
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in the tonsillar fossa of the open mouth. Auscultation 
over the carotids may give some help in differentiating 
the intensity of the pulsations. Palpation and ausculta- 
tion of the carotids and sides of the head should be a 
routine procedure in all physical examinations and 
should be meticulously performed as part of the neuro- 
logic examination. 

Ophthalmoscopic findings include the presence of 
partial or complete optic atrophy. The degree of vas- 
cularity and the relative visibility of the retinal arteries 
are important. Visual acuity tests and visual fields 
should be part of the examination. A contracted pupil 
and ptosis of the upper lid are indicative of a thrombus 
extending upward into the base of the skull portion 
of the carotid, since the cervical sympathetics to the 
lid and iris are tightly adherent to the artery at this 
point and apparently are paralyzed by the inflamma- 
tory reaction in it. 


Carotid Arteriography 


Arteriography, performed percutaneously under lo- 
cal anesthesia, in an adequately premedicated patient, 
is a safe and simple procedure. It is a positive confirm- 
atory test where internal carotid thrombosis is sus- 
pected. It has been performed in all of our cases except 
three, two of the latter having been diagnosed post- 
mortem. The other was so classical that there can be 
no question as to the diagnosis. 

In many of our earlier cases, when the condition of 
carotid thrombosis was suspected, and in seeking more 
confirmatory evidence, the carotid fork was dissected 
out. Experience has taught that when the common caro- 
tid is pierced and either Thorotrast or Diodrast is in- 
jected, the internal carotid system should fill unless the 
needle or catheter lies in the external carotid system. 
Persistent filling of the external carotid system sug- 
gests internal carotid thrombosis. In this type of case, 
surgical exploration is indicated to verify the diagnosis. 

Cerebral vascular filling and filling of the internal 
carotid artery inside the skull in carotid thrombosis 
has been demonstrated by Shapiro. This is effected by 
collateral circulation between the internal maxillary 
artery and the ophthalmic artery, and reflux through 
the vertebral arteries. We have had several cases of sus- 
pected partial or complete thrombosis in which arteri- 
ography has demonstrated good cerebral vascular fill- 
ing by this circuitous route. 

There have been no deleterious results from arterio- 
graphic or surgical procedures in our series. In our 
technique, a small polyethylene catheter is introduced 
inside the carotid through the puncturing needle. This 
method permits mobility and more deliberation in po- 
sitioning of the head on the film. Citrate solution is in- 
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jected before and after injection of the radiopaque ma- 
terial by means of a two-way stopcock and Touhey 
adapter. This keeps the tubing clear of clot and mini- 
mizes the possibility of embolization. 


Treatment 


The treatment of internal carotid thrombosis and the 
complications caused by it are largely empirical. Promis- 
ing prospects lie in the awakened interest of cerebral 
vascular physiology and the neurosurgical therapeutic 
approach to vascular abnormalities of the brain. Re- 
moval of the whole thrombosed section, resection of 
the superior cervical sympathetic chain, and procaine 
blocking of the stellate ganglion have been performed. 
Chao and his associates resected the thrombosed ar- 
tery and denervated the carotid sinus. 

The results of all forms of therapy have been uncer- 
tain. Most of our patients improved spontaneously, ahd 
no conclusions can be made. Antibiotic therapy on the 
assumption of an acute or subacute inflammatory reac- 
tion would appear logical and has often been given. 
Intracranial ligation of the carotid to prevent progres- 
sive propagation of the clot into vital cerebral vessels 
is now being considered. 

It would seem at this time that the desired empirical 
therapy should be directed at arresting the thrombotic 
process and, secondly, to aid in the establishment of 
adequate ipsilateral circulation. The first part of the 
program can be accomplished by the administration of 
anticoagulants as soon as the diagrosis is verified by 
arteriography. We have used anticoagulants in three 
cases and sympathetic blocks in four cases, but these 
cases are too few for conclusions. 


Prognosis 


Sufficient time has not elapsed for disclosing the 
outcome in all patients here reported. Generally 
it appears that once the occlusion has become com- 
plete, improvement in the general state of the patient 
can be expected. Paresthesias and hemiparetic signs di- 
minish or leave entirely, eye symptoms may improve, 
and many patients resume their former occupations. 

Undoubtedly the degree of recuperation depends to 
a considerable extent on the age of the patient, since 
the development of collateral circulation is more prompt 
and complete in younger persons. One housewife of 
45 years has been followed for three years. She has 
only minor residuals of a severe hemiparesis and has 
carried on her household duties very efficiently. One 
patient of 43 improved greatly from her hemiparetic 
state and continued well for several years. A schizo- 
phrenic state of six months ended in suicide. It is prob- 
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able that the thrombus had nothing todo with the 
mental disorder. 

The convulsive state, when present, has ceased, but 
there is reason to believe that there may be mild tran- 
sient attacks in later years from motor cortex damage. 

Certainly one cannot escape the obvious observation 
that improvement from internal carotid thrombosis is 
much more prompt and complete than from middle 
cerebral artery thrombosis. 


Conclusions 


From this experience with 15 cases, it is probable 
that internal carotid thrombosis is not infrequent. In 
its prodromata, it may closely resemble a neurotic com- 
plaint or somatization reaction. With neurologic objec- 
tive signs, its effects may be more accurately termed a 
stroke.” In death, it is confused with other causes of 
death of cerebral or cardiac origin. Internal carotid 
thrombosis should be thought of in all cases of hemi- 
paresis or hemiparesthesia of young people. Generally, 
the residual neurologic deficits in this condition are 
minor when the thrombus is limited to the carotid in 
the neck, yet death and permanent hemiplegia can be 
caused by it, especially in elderly persons. 
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rosis. Therefore, the immediate prognosis is good in 
the young; poor in the aged. Hypertensive disease per 
se appears to play an unimportant part in producing 
the disease. 

It has characteristic widespread neurologic sympto- 
matology which frequently runs a varying course over 
many months before its full devastating effect has de- 
veloped. For explanation of the transient symptoms, 
vasospasm, embolization and extension of thrombosis 
have been suggested. 

Whatever the cause, the immediate effect is ischemia 
of the cortex or nerve pathways. Recurring unexplained 
syncope in adults, should be investigated for internal 
carotid thrombosis. The syndrome of hypersensitive 
carotid sinus should also be questioned without arteri- 
ographic evidence of normal internal carotids in most 
cases. For all patients on whom carotid ligation is con- 
templated, adequacy of the opposite carotid should be 
established beyond doubt by arteriography and by pro- 
longed digital compression. 

A study of internal carotid thrombosis throws con- 
siderable doubt on the wisdom of ligating this artery 
at any age, because of the danger of sequelae in the 
later decades of life when the remaining carotid’s pat- 
ency is jeopardized by arteriosclerosis. 

Certainly arteriography is a benign diagnostic pro- 
cedure in this lesion, and should be frequently re- 
sorted to for verifying the impression of internal caro- 
tid thrombosis or relative adequacy of this vessel. 


l More frequently than not it is a disease of the mid- 
C dle-aged or young adults, and it may result in no seri- 
f ous neurologic deficit until or if the opposite carotid 
J should become thrombosed or narrowed by arterioscle- 
f 
y 

NUMBER NINE IN A SERIES 

Briefs in Psychotherapy 

BY JOHN R. CAVANAGH, M.D. 
t 
- DON'T lose your sense of humor. 
; DO use it wisely when dealing with neurotic patients. 
) 
t 
f lr You are going to deal with psychosomatic illness, a 
: sense of humor will be an invaluable asset. Do not, 

however, use it at the expense of your patient. Re- 
, member he has lost his sense of humor, at least in 
; regard to himself, and can see nothing amusing in his 
C situation. He can appreciate a joke, but not one about 


himself. Humor is not a very useful tool in the arma- 
mentarium of a psychotherapist. 
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Thumb-sucking is a common and persistent habit. pacifie 
While it has been shown to cause major disorders of the teeth of o 
or personality only rarely, it is frequently distressing to parents pr 
and a source of embarrassment to children only tl 
as they grow older. It can be prevented by the use a oy 
of a harmless and inexpensive device—a pacifier. This device 
satisfies the sucking urge of infants whose feedings i 
: are inadequate in this respect; it can be discarded “2 
" without difficulty; and it is not detrimental in any way aise 
to the child’s health or development. means 
oral sé 
food. 


to see 

Thumb-Sucking—A Preventable Problem i 

feedin 

The 

Some 

BY LOUIS F. RITTELMEYER, JR., M.D. frustr 

University of Tennessee College of Medicine, Memphis, Tennessee po 

sire 
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‘THUMB-SUCKING is at best a nuisance—for children, they do no harm. An attempt has been made to find §f This 

their parents and physicians. At its worst it can lead _ out if they do any good. An investigation was con- sider: 

to personality and dental disorders. Because it is so ducted among a group of 364 children to assess the years 

common and creates so much anxiety among parents. _value of pacifiers in the prevention of thumb-sucking. ance. 

it assumes the proportions of a greater problem than _ All the children are members of families under the care He 

its occasional complications would indicate. of senior students in the Family Care Program of our a hat: 

A lot has been written about the causes of thumb- _ Department of Géneral Practice. Information was ob- ff sence 

i sucking, but little has been said concerning its pre- _ tained from their mothers, all of whom have taken care lem ( 
= vention. Perhaps the answer to prevention has been _ of the children continuously since birth. this 1 
: present all along but has been overlooked. I am speak- In 


ing of pacifiers. Is it possible that this oversight could 
be attributed more to the physician’s personal bias 
than to poor vision? Spock, who favors the use of 
pacifiers ad lib, did not mention them in his book 
published in 1946 because he did not want doctors 
to consider his book “so unreliable they would ad- 
vise parents not to use it.” He finally “confessed” his 
approval of pacifiers eight years later in the Ladies’ 
Home Journal. 

Why then, this objection to pacifiers? Some say they 
are dirty. Yet Barton has shown in bacteriologic studies 
that children’s thumbs are ten times dirtier. Others 
say they cause air-swallowing and colic. Yet Levine 
uses them to (reat infant colic; and his results are ex- 
cellent. A review of the literature fails to reveal a 
single scientific objection to the use of pacifiers. 

For lack of evidence to the contrary, let’s assume 


rame 1 


of Pacifiers on Thumb-Sucking 


No.of Per Com 
No. of 
Children 


Childron not using pacifler* 315 


Children using pacifier 


children offered pacifier efter storting thumb-sucking 
os “not using.” 
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Eighty-seven children sucked their thumbs. Fifty- 
four used pacifiers. Among those who did not use 
pacifiers, 27 per cent were thumb-suckers; whereas, 
of the 54 who did use them, only eight ever sucked 
their thumbs. Of these, five were actually thumb-suck- 
ers before pacifiers were first offered to them. Thus, in 
only three instances (6 per cent) did the pacifier fail 
to prevent thumb-sucking (Table 1). 


Causes of Thumb-sucking 


Several theories concerning the causes of thumb- 
sucking are generally accepted. All infants have a 
sucking reflex. In some, however, this is more than a 
means of obtaining nutrition: it is an urge, a need for 
oral satisfaction, which is independent of the need for 
food. The extent to which this urge drives an infant 
to seek satisfaction largely determines whether he will 
require more sucking activity than that provided by 
feeding. 

The manner of feeding a baby is important too. 
Some infants with quite moderate sucking urges are 
frustrated by hasty or ill-timed meals and turn to 
other means of gaining fulfillment of their sucking 
desires. Whether breast or bottle feeding is used is 
probably immaterial. 

Another factor behind thumb-sucking is anxiety. 
This is especially true in older children. Kaplan con- 
siders it a normal activity up to the age of about 2 
years; after that it may denote an emotional disturb- 
ance. 

However, once established, thumb-sucking becomes 
ahabit and often persists for several years in the ab- 
sence of any emotional abnormality. It is then a prob- 
lem of breaking the habit. The futility of attempting 
this is well known. 

In those babies whose reason for sucking their 
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Comparison of Duration of Thumb-Sucking ond Use of Pacifiers 


thumbs is purely a need for oral activity—and these 
are the majority—thumb-sucking is preventable. That 
this is desirable is shown by the large number of 
children who continue it (usually through habit alone) 
after the age of 2. Klackenberg found, in a group of 
129 thumb-suckers among 259 children, that 42 per 
cent of them continued to suck their thumbs past the 
age of 2, and 21 per cent continued past the age of 6. 
Thirty-two children in this study used pacifiers; only 
four of them ever sucked their thumbs. 

Sillman studied a group of 60 children from birth 
to 14 years of age. Twenty of them were thumb-suck- 
ers. It is significant that only two stopped by the time 
they were 2 and six continued to suck their thumbs 
past the age of 6. 

Similar findings were noted in this investigation. 
Only 14 children stopped thumb-sucking by the time 
they were 2 (23 are under 3 and still sucking) and 12 
continued it after their seventh birthday. On the 
other hand, only one child used a pacifier past the 
age of 2 (Table 2.) 

There is seldom any difficulty in discarding a paci- 
fier. Herein lies its value as a preventive of thumb- 
sucking. It is not, like the thumb, always and every- 
where available at the flick of a wrist. A habit is more 
easily broken if temptation is more than an arin’s 
length away. 

Usually children voluntarily give up the pacifier 
before the age of 2. If the parents wish to, they can 
*lose”’ it any time after the baby’s second birthday 
without fear of thumb-sucking developing. However, 
the child’s wishes should be considered; and there 
is no harm letting him continue to use the pacifier 
“to go to sleep” if he wants it. 


A bibliography accompanying this article is available upon re- 
quest from the Editorial Office of GP. 
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Figure 1. Calcification of pleura as aftermath of hemothorax. The iullet— 
the cause of the original hemothorax—is lodged beneath the left side of the 
diaphragm. 


Calcification of the Pleura 


BY SOL KATZ, M.D. 


CatciricaTion of the pleura is actually a misnomer in 
that calcium deposition occurs on the surfaces of the 
pleura rather than in the layers of this membrane. For 
this reason, perhaps “‘interpleural calcification” would 
more accurately describe this condition. 

It follows pleuritis—tuberculous, nontuberculous 
or chemical—and hemothorax. Fibrin is deposited on 
the visceral and parietal pleura. Then the fibrin layer 
may undergo organization and become a fibrous peel. 
After several years calcification may appear. 

The roentgenographic appearance of interpleural 
calcification varies. There may be only a few dense 
linear areas overlying the dome of the diaphragm or 
lateral chest wall. On the other hand there may be 
irregular plaques or nodules. Occasionally there is ex- 
tensive involvement which at times results in a shell 
over the lung. Usually the outer margins are denser 
than the inner portions because the x-ray beams strike 
the total anteroposterior thickness of the calcified outer 
margins tangentially. The inner portions of the calci- 
fied pleura are stippled and irregular. The configura- 
tion may be bizarre. 

‘The condition is usually asymptomatic. It is an 
incidental finding on about 0.1 per cent of routine 
chest films. The incidence in males is about six times 
that in females, due most likely to the greater fre- 
quency of hemothorax in men. The usual age of recog: 
nition is between the fourth and sixth decades, and 9 
per cent of the cases are unilateral. 


Figure 2a and b. PA and left lateral views showing extensive ring-like calc 
fication of pleura and linear calcification of the diaphragmatic pleura. 


GP Volume XI, Number 4 


re-€Vi 
feren 
Th 
a dis 
etiolc 
is as 
ulcer 
cerati 
vast 1 
wed 
queni 


Th 
etiolc 
that | 
ulcer: 
psyct 
etiole 
an int 
a ad 


autoc 


GP , 


; 
“= 
pie 
vey 
~ 
or 
nons] 
j 
F 
ae ‘ 


he BY JACK W. WOLF, M.D. 

or 

Id 

us 

on 

er § So Many AGENTS have been used in the treatment of 

el. § nonspecific ulcerative colitis that it seems appropriate 
to reconsider its general medical management and to 

ral | re-evaluate, in terms of relative importance, the dif- 

s¢ @ {erent methods of therapeutic approach. 

or § The term “nonspecific ulcerative colitis” indicates 

be § a disease, or perhaps a group of similar diseases, the 

‘X- fj etiology of which is still unknown, and for which there 

ell § isas yet no specific therapy. The name “nonspecific 

er Hf ulcerative colitis” is preferable to that of “chronic ul- 

ke ff cerative colitis” because, although the disease is in the 

ter @ vast majority of cases a chronic disease and character- 

cl- # wed by remissions and relapses, it does occur fre- 

ra- @ quently in acute and even fulminating form. 

an 

ne Piclogy 

1s # There have been many theories offered as to the 

re- @ ctiology of nonspecific ulcerative colitis, but the two 

8° ff that have been given the greatest consideration regard 

90 § ukerative colitis as (1) an infectious disease and (2) a 
psychosomatic disease. Other theories have attached 
ttiologic significance to allergy, nutritional deficiency, 
an intrinsic intestinal deficiency, metabolic factors such 

ic * adrenal dysfunction, and mucosal injury due to 


autodigestion by enzymes such as trypsin or lysozyme. 
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This is probably not a single disease in the etiologic sense. 
Infection, allergy and emotional disorders are of primary etiologic 
importance, with infection by far the most important factor. 

There is no single bacterial agent, but streptococci probably 

are most prevalent. Medical therapy must energetically attack all 
aspects of the disease, particularly the infectious aspect. ACTH or 
cortisone ts sometimes indicated but these agents carry increased risks 
of bowel hemorrhage or perforation. 


Medical Management of Nonspecific Ulcerative Colitis 


Department of Medicine, Menorah Medical Center, Kansas City, Missouri 


Ulcerative colitis has been considered possibly to be 
one of the “collagen”’ diseases. 

The earliest investigations of the etiology of this 
disease were mostly directed toward demonstrating an 
infectious cause. Curreatly the psychosomatic theory 
seems to be gaining popularity, perhaps as a reaction 
to the disappointments in the search for a single bacte- 
rial cause in all cases of the disease, perhaps because 
of the current popularity of the psychosomatic ap- 
proach in so many fields of medicine. 

The extreme variability of different cases as to man- 
ner of onset, severity of symptoms, general toxemia, 
occurrence of remissions and relapses, and response 
to utterly different forms of therapy, suggests most 
strongly that the primary cause is not the same in 
every case and, therefore, that ulcerative colitis is 
truly not a single disease but a group of similar in- 
flammatory diseases of the colon.\To use a crude 
analogy, nearly all cases of pneumonia have in common 
the symptoms of cough, sputum, dyspnea and fever, 
yet different cases vary greatly in severity, are caused 
by many different organisms, and have as a true pri- 
mary cause such entirely different circumstances as, 
for example, chilling from exposure to cold and damp- 
ness, the presence of congestive heart failure or the 
occurrence of allergic bronchial asthma in addition to 
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contact with a specific bacterial or viral organism. 
Proper therapy in pneumonia must include measures 
directed at underlying or associated conditions, such 
as cardiac failure or allergic asthma, in addition to 
direct attack upon the infecting organism. Similarly, 
proper therapy in nonspecific ulcerative colitis must 
include measures directed at all possible primary or 
secondary factors—infectious, psychosomatic, allergic, 
nutritional and others. 

To summarize, my concepts are: (1) Infection is the 
most important single feature of the disease, is the most 
common primary etiologic agent, and becomes im- 
portant as a secondary factor in all of the cases which 
are of other than infectious etiology. But the infecting 
organism is not the same in all cases or even necessarily 
in a single case throughout its entire life span. (2) 
Allergy, especially food allergy, is important as a pri- 
mary etiologic agent more often than has generally 
been considered by most investigators. (3) Psycho- 
somatic origin of the disease is uncommon. The emo- 
tional reactions found in the disease are largely the 
result and not the cause of the illness. (4) Nutritional 
or intestinal absorption deficiencies are rarely the pri- 
mary cause but require important consideration as 
secondary factors. (5) Enzymatic factors have no etio- 
logic significance. (6) Finally, in cases that are of 
other than infectious etiology primarily (i.e., allergic, 
psychosomatic, nutritional), the true picture of ul- 
cerative colitis does not appear until secondary in- 
fection has occurred. 

The cases that show the greatest similarity to each 
other, both as to symptomatology and as to response 
to therapy, are those cases which originate in the 
rectum and rectosigmoid, are moderately febrile and 
toxic and are seen in the first attack. Many of these 
respond so promptly to penicillin and sulfonamides— 
drugs which are principally effective against gram- 
positive organisms—that one feels that the infecting 
organism must be of the streptococcal group, perhaps 
Bargen’s diplococcus. The term thromboulcerative or 
streptococcal colitis has been applied to this type of 
case by Bargen, and with considerable logic. 


Treatment 


In nonspecific ulcerative colitis, as in few other dis- 
eases, successful medical treatment depends upon at- 
tacking the disease from every possible angle, more or 
less simultaneously. In every case the various possible 
etiologic factors enumerated above must be considered, 
and evaluated as to their relative importance in that 
specific case. While different factors will be of greater 
importance than others in different cases, and while 
all must be considered and treated in each case for the 
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most successful results, yet infection is the outstand- 
ing feature of the great majority of cases, anc the 
principal emphasis should be placed upon the ireat- 
ment of infection in nearly all cases. 

The medical management of ulcerative colitis will 
be considered under the following headings: 

1. General and Symptomatic Care , 

2. Diet—Allergic and Nutritional Considerations 

3. Nutritional Supplementation 

4. Psychotherapy 

5. Therapy of Infection 

6. Use of ACTH and Cortisone 

7. Miscellaneous Therapy 

8. Therapy of Medical Complications 

9. Surgical Therapy 


1. GENERAL AND SYMPTOMATIC CARE 


All cases should be treated at the beginning, if at 
all possible, with bed rest, and all but the mildest 
cases should be hospitalized. Rest, both mental and 
physical, is of the utmost importance. It is realized 
that mental rest is not easy to define or to obtain, but 
sometimes simply the physical removal of the patients 
from the irritations of daily home or business life ac- 
complishes a great deal. 

As to physical rest, remembering the importance of 
thrombosis and vasculitis in the pathology of ulcerative 
colitis, the effect of gravity when the patient is ambula- 
tory hinders healing and recovery in ulcerative colitis 
in the same manner that it does in cases of thrombo- 
phlebitis of the legs. Hence the importance of bed 
rest. Also, perhaps man’s erect posture and the in- 
fluence of gravity may account for the peculiar initial 
localization of ulcerative colitis to the rectal and sig- 
moid portions of the bowel. 

Sedatives, such as phenobarbital, are sometimes help- 
ful in allaying anxiety and in obtaining rest. Anti- 
spasmodic drugs, such as atropine or Banthine, while 
frequently used, often in conjunction with pheno- 
barbital, have had little or no beneficial effect on 
diarrhea or cramps. Opium, in one form or another, 
can be very helpful in temporarily reducing the severity 
of cramps or diarrhea, but cannot be used too long 
because of the danger of addiction. Bismuth prepara- 
tions and kaolin and pectin combinations help little, 
if at all, in controlling diarrhea. I have had some suc- 
cess in mild cases in controlling the diarrhea with 
Metamucil or other smooth bulk preparations. For this 
purpose the Metamucil is taken with only a small 
amount of water instead of with the large amount us- 
ually recommended. The Metamucil absorbs water 
from the liquid stool, frequently changing a liquid 
stool into a soft formed stool. 


When food allergy is suspected or demonstrated, 
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the use of antihistamine drugs before meals may be 
very helpful. 


9, Diet—ALLERGIC AND NUTRITIONAL CONSIDERATIONS 


In the prescription of diets for ulcerative colitis, too 
much attention is paid to seeing that the diet is “bland” 
and “‘low-residue” and “nutritious,” and not enough 
attention is paid to the elimination of foods to which 
the patient might be allergic and which might be of 
etiologic significance in the cause of the disease. The 
work of Adresen and Rowe in relating the role of food 
allergy in the pathogenesis of ulcerative colitis is most 
important. Rowe describes in detail how the concept 
of the colon as the shock organ of an allergic state can 
explain all the varied symptomatology of the disease. 
While presenting a strong argument for the importance 
of food allergy as a primary cause of the disease, he 
acknowledges the extreme importance of secondary in- 
fection and the necessity of using chemotherapy. 

The positive detection of specific food allergies in 
clinical practice is dependent principally upon the use 
of the technique of elimination diets—a technique 
which is extremely difficult and trying for both patient 
and physician. If simpler methods of detecting food 
allergy were available, perhaps more importance would 
be attached to the part played by allergy in the eti- 
ology of ulcerative colitis. Skin testing is extremely 
unreliable in the detection of food allergies. Occasion- 
ally allergy to inhalants may be the sole or a contribut- 
ing cause of activity of ulcerative colitis. Such allergies 
can be detected with fair reliability by skin testing, 
and the recognition of such inhalant allergies may be 
indication for desensitization therapy. 

Rowe found milk to be the most common cause of 
food allergy in ulcerative colitis. Next to milk the most 
common food allergens were wheat, eggs, chocolate 
and fruits. 

This knowledge of food allergy may be used prac- 
tically in the dietetic management of ulcerative colitis 
in the following ways: 

(a) One may begin with the use of Rowe’s elimina- 
tion diets as described in his papers. Most useful is his 
milk-, cereal- and fruit-free diet. Such diets are un- 
fortunately unappetizing and difficult for a patient to 
follow for a long period of time. Such a diet, however, 
is extremely useful in ruling in or out the possibility 
of food allergy, for if improvement does not begin 
within two weeks on such a diet, the possibility that 
food allergy is a factor in the production of'symptoms 
can almost certainly be disregarded. 

(b) One may wish to begin therapy with a diet less 
strict and less difficult to follow. The use of a bland, 
low-residue diet, with the elimination of all milk prod- 
ucts and any other foods that may have been known 
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to disagree with the patient, will often be adequate to 
eliminate the symptoms of food allergy. 

(c) Finally, one may begin therapy with the standard 
type of bland, low-residue, high-protein, high-caloric 
diet. Since other measures of therapy are being used 
at the same time, such as measures to combat infection 
and to maintain nutrition, improvement may be prompt 
without the elimination of specific foods. Such im- 
provement, which is frequently seen, more or less 
rules out the likelihood of food allergy being an im- 
portant factor in the case. On the other hand, if im- 
provement is not prompt, recourse should be had to 
the more strict elimination diets. 

The presence of definite milk allergy has been so 
frequent that it is generally preferable to start therapy 
with the type of diet described in (b) above. 

Whatever diet is used, every effort should be made 
to have the food prepared and served in an appetizing 
manner. Anorexia is so common in patients with ul- 
cerative colitis that every measure that can safely be 
used to promote the appetite should be tried. Once 
the disease is in remission and any allergic foods are 
eliminated, it is surprising how well most patients can 
tolerate a relatively full diet containing even raw fruits 
and vegetables and spices and seasonings. Patients 
allergic to milk can usually tolerate goat’s milk and 
may even be able, like infants, to tolerate evaporated 
or powdered milk products when they cannot use 
whole, raw or pasteurized milk. 

One clinician lays emphasis on the elimination of 
gas-producing foods, especially those supplying readi- 
ly available carbohydrate, such as fruits and juices, 
cereals, breads and milk. His diet in active cases is 
largely protein in content. It should be noted that 
this diet is very similar to Rowe’s milk-,cereal-and 
fruit-free elimination diet. ‘ 

As mentioned heretofore, when food allergy is sus- 
pected or demonstrated, the use of antihistamine drugs, 
taken before meals, is recommended. 

Cases that have shown a good therapeutic response 
to ACTH or cortisone should be strongly suspected 
of having an underlying allergy, and should be sub- 
jected to allergic investigation after the drugs have 
been discontinued. While ACTH and cortisone can 
produce amelioration of symptoms in other than al- 
lergic diseases by virtue of their general anti-inflam- 
matory effect, they are most effective in allergic and 
hypersensitivity diseases. 


3. NUTRITIONAL SUPPLEMENTATION 


Vitamins should be used to supplement the diet in 
all cases. When the disease is active, these vitamins 
should be given parenterally, as absorption cannot be 
depended upon when there is diarrhea. Crude liver 
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extract, vitamin-B complex and aqueous polyvitamin 
preparations containing vitamins A and D in addition 
to B complex and C should be given parenterally each 
day in severe cases, and once or twice weekly in mild 
cases, Crude liver extract and vitamin B-complex are 
not synonymous and both should be used. Vitamin K 
may be indicated, especially in severe cases or if there 
is much bleeding. For quiescent cases these vitamins 
may be given orally. 

Anemia is best treated with blood transfusions. 
These should be used liberally and early in the course 
of the disease to keep the blood count near normal. 
There is generally a prompt response to transfusion, 
with improvement in general well-being, appetite and 
strength. Oral therapy with iron is generally ineffective 
and irritating to the intestinal tract in active cases; it 
may be used cautiously in quiescent cases. 

Protein hydrolysates may be used when hypo- 
proteinemia is present, although transfusions of blood 
are probably more effective for this purpose. 

The possibility of electrolyte imbalance must be 
considered when severe diarrhea is present, and intra- 
venous electrolyte therapy must be used as indicated. 
In some fulminating cases it is necessary to maintain 
the patient entirely by intravenous therapy while with- 
holding all food and fluids by mouth. 

Testosterone injections may be useful in chronic 
cases to assist positive nitrogen balance. Occasionally 
female patients will be so depleted as to develop a pro- 
longed state of amenorrhea with attendant secondary 
physical exhaustion and emotional instability ; in these 
patients the use of estrogens will be helpful. 


4. PsYCHOTHERAPY 


Although abnormal emotional stresses and reactions 
are considered by many to be of prime etiologic sig- 
nificance in the pathogenesis of ulcerative colitis, I 
have been most impressed by the manner in which re- 
mission and recovery can be brought about in cases of 
ulcerative colitis despite the existence of situations 
constituting the greatest emotional strain and despite 
the continuation of adverse environmental conditions 
identical with those at the onset of the disease. This, 
of course, does not necessarily contradict the psycho- 
somatic theory of ulcerative colitis, as psychiatrists 
have described the typical patient with ulcerative colitis 
as a completely dependent individual, and the patient’s 
physician may become the person upon whom the pa- 
tient can attach himself for the necessary emotional 
support. 

From the practical point of view, deep psychother- 
apy or psychoanalysis is rarely if ever necessary, and 
even may be harmful to the patient. The best psycho- 
therapy is that practiced, perhaps unconsciously, by 
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a kindly, interested, skilled physician who gives suf- 
ficient time to his patients to answer their questions, 
discuss their problems and allay their fears and 
worries with cheerful encouragement and emphatic 
reassurance as to their eventual recovery. The 
physical and mental rest provided by hospitalization 
itself often constitutes a valuable psychotherapeutic 


. THERAPY OF INFECTION 


Infection has always been regarded as an important 
feature of nonspecific ulcerative colitis, and most of 
the early investigations of the disease were directed 
toward finding a specific organism as the etiologic 
agent. Attention was first directed toward B. dysen- 
teriae; later considerable evidence suggested that a 
gram-positive diplococcus might be the specific agent. 
Other studies have implicated Salmonella, B. melan- 
inogenicum and B. necrophorum. Currently the in- 
fectious component of ulcerative colitis is more gen- 
erally regarded as due to secondary bacterial invasion 
of the mucosa of the colon which has become hyper- 
emic and ulcerated from some other primary cause. 

Nevertheless, whether infection is primary or sec- 
ondary, whether due to a specific organism or differ- 
ent secondary invaders, infection is still the most 
prominent feature of most cases of ulcerative colitis, 
and is probably present in even the mildest and earli- 
est cases. It is doubtful that the organism responsible 
for infection in ulcerative colitis is the same in all 
cases; indeed it would be more remarkable if it were. 
Even in a single patient different organisms may be 
responsible for infection at different times in the course 
of the disease, and more than a single organism may 
be working at the same time. The influence of potent 
modern antibiotics in producing resistant strains of 
previously susceptible organisms, or in so modifying 
the normal intestinal flora as to permit previously 
saprophytic organisms to become pathogenic, also 
must be considered when attempting to understand 
the apparently strange variations in response to the 
same drug at different times in the course of the 
disease. 

Before considering the specific drugs used in the 
treatment of infection in ulcerative colitis, it must be 
emphasized again that infection is the most important 
factor common to all cases of ulcerative colitis. In 
spite of the importance of treating the disease from all 
aspects, the treatment of infection is the single most 
important form of therapy. Fortunately there are 
many efficacious weapons for this purpose in the sul- 
fonamides and antibiotics, and these will now be 
discussed individually. 


Absorbable Sulfonamides. The absorbable sulfona- 
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mides are effective in a large percentage of cases, both 
in toxic and nontoxic cases. An absorbable sulfona- 
mide is probably the drug of choice in acute or early 
cases having little or no toxicity. Remission often 
occurs promptly, with only slight danger of toxic re- 
actions from the drug and with little or no incon- 
venience to the patient. A sulfonamide may be used 
also in toxic cases, though probably penicillin should 
be tried first. If penicillin fails, then a soluble sulfona- 
mide becomes the drug of choice. 

All the absorbable sulfonamides have been used— 
sulfanilamide, Neoprontosil, sulfapyridine, sulfathia- 
wle, sulfadiazine and sulfamerazine. Sulfadiazine is 
probably the best, considering its broader bacterial 
spectrum and relative lack of nausea for the patient. 
Triple sulfonamide mixtures can be used. The dosage 
of these absorbable sulfonamides should be fairly high 
—from 4 to 12 grams daily, depending upon the 
toxicity of the case, with individual doses given every 
three or four hours. When symptoms have subsided, 
the dose may be reduced to 2 grams daily and con- 
tinued for two to four weeks longer. 

Salicylazosulfapyridine should be considered as one 
of the absorbable sulfonamides. Initial reports indi- 
cate a high degree of effectiveness. Morrison reports 
that 18 per cent of 60 patients became entirely symp- 
tom free, and 70 per cent of the entire series were 
significantly improved. Whether it is actually better 
than the other absorbable sulfonamides remains to be 
proved. The dosage is similar to that for the other 
absorable sulfonamides. 

Nonabsorbable Sulfonamides. The nonabsorbable 
sulfonamides are probably the least effective of the 
various drugs used to combat infection in ulcerative 
colitis. The infection in most cases extends into the 
deeper layers of the bowel, may even originate in the 
wall of the bowel rather than in the mucous mem- 
brane, and the surface effect of the nonabsorbable 
sulfonamides is not sufficient. Sulfaguanidine, Sulfa- 
suxidine and Sulfathalidine are all used—Sulfathali- 
dine perhaps being slightly the best as it has more 
tendency to produce a formed stool than the others. 
Their most valuable use is in chronic, long-established 
cases with low grade activity and little or no toxicity 
—cases in which the patient is usually active and 
working but below par, and in which, because of the 
duration and extent of the disease, complete cure is 
out of the question. In such cases these drugs can be 
used on an ambulatory basis without fear of toxicity 
from the drug itself. The dosage is 4 to 12 grams daily 
of Sulfathalidine, slightly more with the other drugs. 

Nisulfazole, used by rectal instillation, is often help- 


ful when the disease is limited to the rectum and 
rectosiy:moid. 
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Penicillin. The usefulness of penicillin in ulcerative 
colitis was noted by many observers soon after it came 
into general use. It was soon learned that penicillin is 
not always effective. In the last few years the value of 
penicillin appears to have been somewhat overlooked 
during the trial of the newer antibiotics, such as the 
tetracyclines, and more recently during the use of 
ACTH and cortisone. 

The effectiveness of penicillin in ulcerative colitis 
deserves emphatic restatement. It is especially valu- 
able in the very acute and highly toxic cases, more so 
if it is the initial attack or an early relapse. These are 
the cases that most urgently need assistance in bring- 
ing about remission, and penicillin will be successful 
in more than half of such cases. It should be the drug 
of first choice in acute and fulminating cases, in cases 
that suggest the streptococcic form of the disease. 
With repeated use for recurrent relapse in the same 
patient, penicillin will generally become ineffective. 

Penicillin is seldom very effective in mild cases or 
in long-standing chronic cases that have had consid- 
erable previous therapy. In mild cases the infecting 
organism may be one that is penicillin-resistant from 
the start; in chronic cases the organisms may have 
become penicillin-resistant, or the chronic inflamma- 
tory and fibrotic pathologic changes may interfere 
with the effectiveness of the antibiotic. 

Penicillin should be used parenterally, the usual 
dose being about 1.2 million units daily for from ten 
to 20 days and until symptoms have been under con- 
trol for at least one week. 

Streptomycin. Streptomycin has little indication for 
its use alone in the treatment of ulcerative colitis, al- 
though rare cases have been reported in which the use 
of streptomycin alone has brought about remission. 
It is more valuable when used in conjunction with 
penicillin to broaden the bacterial spectrum and to 
obtain a sometimes remarkable synergistic effect. 

Occasionally the addition of streptomycin to peni- 
cillin will produce prompt improvement in a case 
previously resistant to the penicillin. 

Broad-Spectrum Antibiotics. These agents will be dis- 
cussed together as their action is essentially similar. 
More work has been done in ulcerative colitis with 
chlortetracycline and chloramphenicol than with oxy- 
tetracycline or tetracycline. Weight for weight, chlor- 
amphenicol is somewhat less effective than chlor- 
tetracycline. 

It would seem logical that these antibiotics, em- 
bracing such wide spectra of antibacterial activity, 
would be extremely valuable in the management of the 
infectious aspects of ulcerative colitis, and many papers 
so indicate. Unfortunately these antibiotics are so 
potent that they of themselves frequently produce 
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severe diarrheal disease, often with ulcerative and 
membranous inflammatory changes in both small and 
large bowel. If such changes are superimposed on pre- 
existing ulcerative colitis, the results may be disastrous. 

Inflammatory changes in the bowel resulting from 
the use of these antibiotics are apparently produced 
by several mechanisms—by the overgrowth of resistant 
bacteria, often staphylococci, by the overgrowth of 
fungi, usually Monilia albicans, and by the production 
of a sprue-like deficiency state due to the decrease in 
the vitamin-producing normal bacterial flora of the 
bowel. Bacteriologic studies have shown that, with 
the continued use of chlortetracycline, the entire nor- 
mal bacterial flora of the bowel is strikingly reduced 
in a few days, that the bacterial counts are lowest from 
the ninth to the sixteenth day, but that after the six- 
teenth day, despite continued use of chlortetracycline, 
the bacterial counts rise gradually until they are back 
to normal levels at 45 to 60 days, and moreover now 
contain organisms resistant to chlortetracycline. 

Diarrheal disease due to these antibiotics may re- 
sult from extremely small doses of the drugs, frequent- 
ly as little as 3 grams. Consequently when these anti- 
biotics are used in ulcerative colitis it may be difficult 
to know whether a continuation or exacerbation of the 
diarrhea is due to activity of the disease or a compli- 
cation of the therapy. 

Consideration of the above facts suggests a rational 
manner of using the broad-spectrum antibiotics in ul- 
' cerative colitis. The important point is to avoid diar- 
theal disease due to the antibiotic. Consequently the 
principles of therapy with these antibiotics should be 
(1) low dosage and (2) short courses, seldom over two 
weeks. Courses may be repeated after rests of at least 
two weeks, but changing to a different class of chemo- 
therapeutic agent would be more advisable. 

In a very toxic case, higher dosage may be desired 
at the onset. If so, the dose should be dropped to a 
low level promptly after the symptoms have come 
under control, and the antibiotic discontinued after 
an additional three or four days of therapy. 

If the symptoms of ulcerative colitis are going to 
respond to the use of these antibiotics, it will be evi- 
dent within seven to ten days on low dosage, and 
within three to four days on high dosage. If there is 
no response within this time, the antibiotics should 
be promptly discontinued, for to administer them for 
a longer period of time would almost certainly pro- 
duce diarrheal disease due to the antibiotics them- 
selves. If at any time when using these antibiotics the 
symptoms of ulcerative colitis seem to grow worse, 
the antibiotic should be promptly discontinued, as 
intestinal disease due to the antibiotic is probably 
already present. At the Harlem Hospital the following 
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dosage schedule has been used successfully in treating 
ulcerative colitis with chlortetracycline: 

250 milligrams 3 times daily for first week ; 

250 milligrams 2 times daily for second week ; 

250 milligrams 1 time daily for third week. 

I use this schedule but stop at the end of two weeks, 
A similar dosage schedule will be satisfactory with 
other tetracyclines. Slightly larger doses will be neces- 
sary with chloramphenicol. 

In fulminating or very toxic cases, one may use 
daily doses of 3 grams of a tetracycline drug, or 4 
grams of chloramphenicol, until the symptoms re- 
spond, but only for a few days. 

Large doses of vitamin-B complex and vitamin K 
should be given when using the broad-spectrum anti- 
biotics in ulcerative colitis. 

Used carefully in the above manner, the broad- 
spectrum antibiotics have great value in the manage- 
ment of ulcerative colitis. They are not the drug of 
first choice in either mild or toxic cases because their 
employment may make the patient worse. But if peni- 
cillin or the sulfonamides fail, these antibiotics should 
be tried. Of this group, chlortetracycline has had the 
greatest use and probably merits first trial. 

I have not used erythromycin in ulcerative colitis. 
It is expected that it would be of value, but it would 
have to be used in a manner similar to that described 
above for the broad-spectrum antibiotics because, 
despite advertising claims, it also frequently causes 
diarrheal disease. 

Before leaving the subject of infection in ulcerative 
colitis, it should be ‘said that the golden opportunity 
in ulcerative colitis lies in the early diagnosis and 
prompt and adequate therapy of the initial attack, 
with special emphasis on the treatment of infection. 
Treatment in the first attack offers a real opportunity 
for a true “cure” rather than simply the production 
of a remission. But when the disease has existed a 
long time, or when several relapses have occurred, 
therapy can achieve only remission, and it is scarcely 
possible to think in terms of cure. 


6. Use or ACTH anp CortTISONE 


Most of the studies of ulcerative colitis during the 
past two years have been concerned with the use of 
ACTH and cortisone in therapy. Sufficient experience 
has been accumulated to be able to state with some 
certainty what these hormones will and what they will 
not accomplish in ulcerative colitis, and also that certain 
dangers attend their use. By now these hormones 
have been so thoroughly studied that we know their 
physiologic effects and in general the mechanisms by 
which their therapeutic effects are produced. Apply- 
ing this general knowledge to ulcerative colitis permits 
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us to understand the ways in which cases of ulcera- 
tive colitis respond to use of ACTH and cortisone. 

One can expect that the use of ACTH or cortisone 
will produce prompt improvement and remission in 
about 90 per cent of the cases, but that over 50 per 
cent of these cases will relapse when the drug is dis- 
continued. Most of these relapses occur almost im- 
mediately, the others within a few months. ACTH 
seems to be slightly more effective than cortisone. 

The cases that improve do so in a prompt and 
striking manner. Fever disappears; diarrhea lessens, 
then disappears; a general feeling of well-being or 
even euphoria occurs and the appetite improves at 
once. Objective evidence of improvement, as on sig- 
moidoscopy, follows the symptomatic improvement 
more slowly and gradually. 

These results would constitute a tremendous prog- 
ress in the management of ulcerative colitis, but un- 
fortunately there are also real dangers in the use of 
ACTH and cortisone in this disease. The incidence 
of spontaneous perforation of the colon seems to be 
increased by the use of these hormones, and probably 
the incidence of severe bowel hemorrhage is also in- 
creased. The presence of a coexisting duodenal ulcer 
increases the hazards of their use, as perforation or 
hemorrhage of such ulcers is fairly common. Also 
ACTH and cortisone frequently produce peptic 
ulcers where none existed before. 

Tulin reports three cases of perforation of the bowel 
and peritonitis among 17 cases treated with ACTH 
and cortisone. Texter reports two perforations in 16 
cases, and huge undermined longitudinal ulcers of 
the colon in four other cases. Halstead reports two 
perforations of the colon, one perforated duodenal 
ulcer, and three major hemorrhages in 20 cases. Gray 
reports one case of perforation in eight cases. And 
finally Banks, in an article on ulcerative colitis begin- 
ing after the age of 50, reports severe hemorrhages 
requiring emergency surgery in each of the three 
cases in which ACTH or cortisone was used. The 
over-all incidence of these complications as reported 
in Bargen’s review of 2,000 cases is 4.3 per cent for 
perforation, and 1.1 per cent for serious hemorrhage. 

An understanding of the mechanism of action of 
ACTH and cortisone explains the above phenomena. 
These hormones act principally by suppression of the 
process of inflammation, not only the general sympto- 
matology of fever, tachycardia, etc., but also the local 
pathologic process of hyperemia, leukocytosis and fi- 
brosis. They do not inhibit the action of pathogenic 
organisms. On the contrary, by inhibiting the inflam- 
matory response to infection, they may favor the spread 
of the infection. Interference with fibrosis may favor 
the perforation of ulcerations. 
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ACTH and cortisone generally produce a wholly 
favorable effect when the inflammatory process is due 
to allergy or hypersensitivity, but when infection is 
present the result may be harmful. In those cases of 
ulcerative colitis in which ACTH or cortisone pro- 
duces a favorable result, the immediate improvement is 
certainly due to the suppression of the inflammatory 
state of the diseased colon. Later the improved appetite 
and mental outlook may in themselves contribute to 
further improvement. 

In the light of the above facts, it is fekethat ACTH 
and cortisone, if used carefully, can be very helpful in 
the management of ulcerative colitis. They should not 
be used routinely. They probably should not be used 
in mild cases. In patients over the age of 50, they should 
be used with greater caution than in younger patients. 
They should not be used in active or toxic cases until 
at least one and perhaps two attempts at control have 
been made with antibiotics or sulfonamides. But failure 
of such attempts to control an active case of ulcerative 
colitis is a definite indication for the use of ACTH or 
cortisone. An additional indication for their use is in 
the preparation for surgery of a very toxic case. 

When used, ACTH and cortisone should be given 
in full dosage in order to produce a prompt improve- 
ment. For ACTH, 100 mg. daily, divided into doses of 
25 mg. intramuscularly every six hours, is usually suf- 
ficient, but occasionally as much as 160 mg. daily may 
be necessary. It should be continued in high dosage 
until the symptoms are well under control, then gradu- 
ally tapered off over a period of four to six weeks. The 
use of 25 mg. ACTH dissolved in 1,000 cc. 5 per cent 
dextrose in water solution and given slowly intrave- 
nously over an eight-hour period will generally be as 
effective a stimulant to the adrenals as 100 mg. ACTH 
divided into four doses and given intramuscularly 
every six hours, and used in this way can effect con- 
siderable saving in the cost of the drug. ACTH gel may 
be used in the tapering off period. If no improvement 
is seen after two weeks of trial of ACTH in full dosage, 
it should be discontinued. 

Cortisone can be used either orally or intramuscu- 
larly. Orally the daily dose should be divided into four 
doses given every six hours; intramuscularly it may be 
divided into two doses given every 12 hours. The ini- 
tial dose should be 300 mg. daily, which should be 
maintained until the symptoms are under control, then 
reduced to 200 mg. and finally to 100 mg. daily if 
symptoms do not return. It should be continued for 
four to six weeks and, after cessation, stimulating doses 
of ACTH should be given for a few days. If no improve- 
ment is seen after two weeks of cortisone therapy, it 
should be discontinued. If relapse occurs after cessa- 
tion of either ACTH or cortisone therapy which had 
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been successful in inducing a remission, the hormone 
can be resumed promptly if thought necessary. 

One final instruction, when either ACTH or cor- 
tisone is used in ulcerative colitis, one must simultane- 
ously employ chemotheropeutic agents to inhibit the 
possible spread of infection and to minimize the pos- 
sibilities of perforation. As the use of ACTH or cor- 
tisone will frequently have followed the failure of such 
chemotherapeutic drugs to produce a remission by 
themselves, the drugs chosen to be given together with 
ACTH or cortisone should combine a wide bacterial 
spectrum with the possibility of safe employment over 
a period of four to six weeks. The combinations of 
penicillin with streptomycin or penicillin with an ab- 
sorbable sulfonamide seem best. 


7. MISCELLANEOUS ForMS OF THERAPY 


Through the years many other methods of therapy 
have been used for ulcerative colitis. These will simply 
be listed as they are not in general use at the present 
time. Such methods include autogenous and stock vac- 
cines, antisera, intravenous typhoid vaccine for non- 
specific fever therapy, extracts of hog stomach and 
intestine, medical ileostomy with Miller-Abbott tube, 
antilysozyme agents such as sodium hexadecylsulfate 
and thiouracil. Surgery of autonomic nervous system, 
both vagotomy and sympathectomy, has been tried. 


8. THERAPY OF MepIcAL CoMPLICATIONS 


Arthritis apparently identical with rheumatoid ar- 
thritis frequently complicates, severe, long-standing 
ulcerative colitis. The most important factor in the 
management of the arthritis is successful therapy of 
the colitis. Progression of crippling arthritis is an indi- 
cation for surgery (ileostomy and total colectomy) if 
medical therapy does not produce prompt improve- 
ment. One must not delay too long before resorting to 
surgery in such cases, for if irreversible joint changes 
have occurred, only partial recovery of the arthritis can 
be expected. ACTH and cortisone may be used for 
symptomatic relief of the arthritis. 


Figure 1a (at far left, top). X-ray of colon 5/21/52 prior to therapy, 
showing severe ulcerative colitis involving almost the entire colon, ¢s- 
pecially the transverse and descending portions. Figure \b (at far left, 
center). X-ray of colon 9/30/52, three and one-half months after com- 
pleting course of therapy. Patient asymptomatic. X-ray shows marked 
improvement since 5/21/52 though slight evidence of colitis still present. 
Figure 1¢ (at far left, bottom). X-ray of colon 7/26/54 over two years since 
initial and only course of therapy. Patient asymptomatic. X-ray of colon 
entirely normal. This excellent clinical result obtained with the single 
course of therapy with penicillin, 1,200,000 units, and streptomycin, 1 
Gm., daily for 17 days. Clinical remission persists for over two years de- 
spite financial difficulties, marital difficulties terminating in divorce and 
a stressful occupation in a young highly nervous and emotional Italian 
youth. 
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Figure 2a (directly above). X-ray of colon 7/18/49 showing ulcerative colitis of rectum, sigmoid and 


descending colon. Figure 2b (above at right). X-ray of colon 7/5/54, five years later, after successful 


treatment of four subseq 


t relapses. X-ray of colon indicated marked improvement, the x-ray reveal- 


ing only slight loss of haustration to indicate colitis. Sigmoidoscopic examination at this time was 


entirely negative. Clinically the patient was asymptomatic. 


Dermatologic conditions, notably infections and ery- 
thema nodosum, are frequent complications of ulcer- 
ative colitis. Again successful treatment of the colitis is 
the most important factor in the treatment of the skin 
disorder. Antibiotic therapy, however, may be suc- 
cessful in clearing bacterial skin infections even before 
the colitis is greatly improved. 


9. SuRGICAL THERAPY 


As this essay has principally to do with the medical 
management of ulcerative colitis, surgical treatment 
will be discussed only briefly, and primarily to point 
out the circumstances in which medical treatment 
must give way to surgery. 

Complications such as perforation of the colon re- 
quire emergency surgery. Severe hemorrhage may re- 
quire emergency surgery. Stricture of the colon and 
perirectal abscesses and fistulas obviously are surgical 
problems. 

Carcinoma of the colon, which occurs so frequently 
in long-standing ulcerative colitis that it may rightly 
be considered a complication of the disease, obviously 
requires surgery. These malignancies, however, which 
may occur in young individuals, are so invasive and 
rapidly growing that surgery is rarely successful in 
saving the patient. Consequently, the only hope in 
such cases is to do total colectomies before the malig- 
nancies have occurred, that is, when there is extensive 
pseudo) olyposis of the colon. Such pseudopolyposis 
occurs chiefly in severe active cases of more than ten 
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years’ duration and represents another indication for 
surgical treatment. ; 

Progressive arthritis is another indication for colecto- 
my, which should be done relatively early, before 
irreversible damage to joints has taken place. 

The chief controversy about surgical treatment of 
ulcerative colitis is over the length of time one should 
persist with medical therapy in refractory toxic and 
fulminating cases. The Cleveland Clinic believes in 
relatively early surgery in such cases, operating on 
patients whose temperatures remain above 102° for one 
week on medical treatment. On the other hand, Bargen 
at the Mayo Clinic believes that persistence with ener- 
getic medical treatment will generally be successful, 
and surgery will not be necessary. I too believe that in 
such cases persistence in medical therapy will gen- 
erally be successful in inducing a remission and per- 
mitting the patient to resume an active useful life with- 
out the use of surgery. If surgery is to be done, ileostomy 
and total colectomy should be the procedure of choice, 


performed in one stage unless the patient is a very 
bad risk. 


Illustrative Cases 


Case 1. A 24-year-old Italian bartender. Acute non- 
specific ulcerative colitis of five weeks’ duration. Diar- 
rhea with some blood, fever to 100 and 101 degrees, 20- 
pound weight loss, anemic (10.5 Gm. hemoglobin), 
pyoderma. 
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Figure 3a (directly above). X-ray of colon 6/21/51 showing severe involvement of entire colon with 


contraction and shortening of colon, diffuse ulceration and extensive pseudopolyposis. Figure 3b (above 
at right). X-ray after evacuation 6/21/51 illustrating the advanced involvement of entire colon. 
Symptoms were extremely mild during three years of observation from 1951 to 1954. Two exacerbations 
in June, 1951, and October, 1951, were promptly brought under control with penicillin and strep- 
tomycin therapy. Another relapse in October, 1952, was controlled with chlortetracycline after penicillin 
and streptomycin therapy failed. Patient endured the strain of a year-long communist investigation by 
the federal government without suffering a relapse. 


Treatment: penicillin 1,200,000 units and strepto- 


mycin 1 Gm. daily for 17 days; one blood transfusion. 
Released asymptomatic with normal stools, normal 
temperature, clear skin and normal blood count after 
18 days’ hospitalization (Figure la, 6, c). 

This case is regarded as one in which infection was 
the primary and only etiologic agent. Institution of 
prompt treatment with penicillin and streptomycin re- 
sulted in early complete remission and possible true 
permanent cure. 

Case 2. A 36-year-old Jewish housewife. Chronic 
nonspecific ulcerative colitis of three years’ duration. 
First remission obtained in November, 1948, after ten 
days’ therapy with penicillin (300,000 units daily), 
three blood transfusions, milk-free diet. Between No- 
vember, 1948 and July, 1954, four acute relapses treated 
successfully, principally by penicillin-streptomycin 
combination, chlortetracycline, chloramphenicol or 
salicylazosulfapyridine in addition to a milk-free diet, 
blood transfusions, general supportive measures. Each 


course of therapy successful in producing a remission 
of from six to 24 months’ duration (Figure 2). 

This case is regarded as one in which the primary 
etiologic factors are either allergic (milk) or neurogenic, 
with secondary infection. Close attention to all factors, 
with a varied attack on the infectious aspects of the 
case, has brought about a successful result despite 
adverse environmental factors. 

Case 3. A 43-year-old male federal government em- 
ployee. Chronic nonspecific ulcerative colitis of 15 
years’ duration. Symptoms relatively mild, especially 
considering degree of involvement of colon (Figure 3). 

This case brings up the question as to whether a 
total colectomy might not be indicated because of the 
extensive pseudopolyposis and consequent danger of 
cancer. The mildness of the patient’s symptoms have 
for the present postponed consideration of colectomy. 


An extensive bibliography accompanying this article is avail- 
able upon request from the Editorial Office of GP 
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Pellagra 


BY ROBERT J. GILSTON, M.D. 


“DERMATITIS, DIARRHEA AND DEMENTIA” is the mnemonic 
we learned as sophomores, and applied with such 
abandon for the next year or two. 

Although the signs and symptoms of a single vita- 
min-lack may be prominent, it is unlikely that such 
pure nutritional deficiencies occur clinically. 

A slight burning of the tongue may be the first 
symptom of pellagra. Characteristically this is fol- 
lowed by a glossitis and stomatitis. The tip and sides of 
the tongue become painful, tender, and red. At this 
stage the larger papillae are swollen. Later the finer, 
filiform papillae are involved and the tongue becomes 
scarlet, edematous and smooth. Salivation is excessive. 
Toa lesser extent, all of the mucous membranes of the 
gastrointestinal tract and the genitourinary tract are 
susceptible. 

It is not always clear whether diarrhea follows 
gastrointestinal changes, or whether a nonspecific 
diarrhea precipitates clinical pellagra when the nutri- 
tional balance is precarious. Both factors operate, and 
the latter may help explain the seasonal variation, 
especially in youngsters. Children may present with 
abdominal distention, pain and nervous irritability. 

A sense of burning is a harbinger of skin changes. 
The dermatitis is symmetric, and often confined to 
areas exposed to sunlight. Thus, there is demarcation 
at the neck line (Figure 1), and the wrists. Pressure 
points also show changes. The initial sunburned ap- 
pearance gives way to brown patches, scaling and, 
occasionally, vesicles and bullae (Figure 2). Residual 
thickening and melanosis persist after treatment. 

Dementia appears sooner and is more severe in 
alcoholics than in nonalcoholics. Manifestations vary 
from headache to delirium and stupor. Delusions of 
parasitosis are reported to occur with some frequency. 

Niacin or niacinamide, the pellagra preventive fac- 
tor, is essential to cellular respiration and metabolism. 
Brewer’s yeast is an excellent source. It also occurs in 
lean meat, fish, leafy greens, tomatoes, grains, peanuts, 
and other foods. Cooking does not destroy niacin, but 
it is often discarded with the cooking water. Trypto- 
phane is an amino-acid precursor of niacin, and must 


be supplied by dietary protein. 
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Figure 1. Thick, pigmented, scaling skin, sharply demarcated 
from normal skin (Casal’s necklace). 


Figure 2. Involvement of the hands is common and occurs 
early. 


An inadequate diet is not the only cause of pellagra. 
By interfering with absorption, or speeding passage 
through the gut, any gastrointestinal disorder can be 
causal. There is an association with hypermetabolism 
such as occurs in pregnancy and lactation. Of great 
interest is the reported relationship to x-ray, anti- 
biotics (see GP, May, 1954), isoniazid and other agents. 

Bed rest alone may reverse the acute changes (the 
tongue may improve in 24 hours). It is best to give 
the acute adult pellagrin up to 500 mg. of niacinamide 
daily for the first week, and to maintain him on a diet 
rich in animal protein, niacin, riboflavin and thiamine. 
Vitamins are no substitute for diet, nor are supple- 
ments needed when the maintenance diet is adequate. 
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One stray dog brought terror to the community. 

Before the problem of rabies was brought under control, 

household pets were sacrificed, many more were vaccinated 

against rabues and a number of humans received antiralnes treatment. 
That treatment was never recommended lightly; 

the potentiality for serious adverse reactions is too great. 

If one lesson should be learned, it is this: 

A stray dog, unbefriended and destroyed, ceases to be a problem. 


Rabies Control 


BY J. BASIL HALL, M.D. 


Mount Dora, Florida 


Tus Is THE STORY of one community’s experience with 
an outbreak of rabies. It’s a grim story in places be- 
cause you can’t help thinking, ‘“This need not have 
happened.” 

Lake County, with a population of 42,000, is bisected 
by U. S. Highway 441, with Ocala on the north and 
Orlando to the south (see map). It was along a 20-mile 
stretch of this highway, including the towns of Fruit- 
land Park, Leesburg, Tavares and Mount Dora, that 
all of our real problems arose. Approximately 18,000 
people reside in this area. Not one rabid animal was 
found outside of a ribbon of country-side one-half mile 
wide on each side of this thoroughfare. Before our 
troubles started in Lake County, there had not been a 
case of rabies, in man or animal, for about five years. 


How the Trouble Started 


Now we know that on May 24, 1953, an old stray 
dog had been observed in Leesburg. Later this same 
dog was found dead by the railroad track, apparently a 
victim of a streamliner. 

By evaluating subsequent events, this dog must be 
considered our first case of canine rabies. For on August 
7,a dog known to have been bitten by this stray hound, 
became ill and died. The head was found to be positive 
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for rabies, both by microscopic examination and by 
mouse inoculation. 

The second dog in the chain of events had also been 
a stray. He was befriended and lodged by a man having 
two children. The dog bit both youngsters, the man’s 
bird dog and another young shepherd dog which sub- 
sequently developed rabies, bit its master on the nose, 
and bit a veterinarian on the hand. 

This owner of the bird dog was requested to destroy 
his animal or take it to the veterinarian. He did neither. 
This bird dog was apparently bitten August 7, and 
rabies developed November 24—109 days later. 
He escaped and attacked a Florida Power and Light 
engineer who was working in a nearby field. 

On September 9, a large black Dane, unclaimed and 
unrecognized by anyone in the community, went ber- 
serk at approximately 7:00 a. m. and by 9:30 a. m. had 
traveled five miles and is known to have attacked 38 
dogs viciously. In one fight he successfully defended 
himself against seven coon-dog adversaries. 

On our recommendations, ten of these 38 animals 
were destroyed. (We attempted to get all of them de- 
stroyed.) The remaining 28 were taken to the veterina- 
rian for treatment and for observation as recommended 
by him. After almost six months, rabies had not de- 
veloped among any of this treated group. 
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On November 13, we received a report from the Po- 

lice Department of Mount Dora (18 miles from Lees- 
burg and 11 miles from last known case) that they 
heard that a “‘vicious” dog had been killed and buried. 
Investigation revealed that this was really a “vicious” 
dog. 

A family pet had suddenly gone mad, killing one 
cat outright and attacking at least 13 other animals. It 
had been buried nine days before the Health Depart- 
ment was notified. 

Now we had the problem of convincing the owners 
of the 13 animals that had been bitten by this family 
pet, that it actually had rabies and that all of these 13 
animals should be destroyed immediately. Our problem 
was intensified by the fact that this dog had been in- 
oculated against rabies on March 12, 1953 (eight 
months previously). 

The certificate was on file at the City Police Depart- 
ment and no one could question the validity of the 
owner’s claim. (Many people still believe that inocula- 
tion protects 100 per cent.) 

How did we know that it had rabies? We did not 
know it, but the owners of the other animals were told 
that it was rabid; and that they would be both pecuni- 
arily and morally responsible for the subsequent acts of 
these animals because they were receiving an official 
warning in the presence of two witnesses. 

We succeeded in getting five of the 13 animals de- 
stroyed immediately ; the eight remaining were penned 
and one of these, a valuable dog, received nine antirabic 
treatments. 

Five days after these animals were penned, one cat 
became ill and died with the furious type of rabies. 
Five of the remaining seven were destroyed immediate- 
ly even though no signs of rabies had developed. The 
thirteenth animal, a dog still living, is the valuable ani- 
mal that was treated as recommended by the veterina- 
rian (a daily vaccine injection for nine consecutive 
days). 

A cat that was never located in the original search 
because it disappeared and the owner assumed that 
it had died, returned after approximately two weeks 
and attacked two of its little masters, either scratching 
and/or biting both. This is the age-old story, for in- 
vestigation revealed (after much newspaper and radio 
publicity) that for almost two weeks this stray cat had 
been tenderly cared for by neighbors not six blocks 
removed! 

On November 29, our last rabid animal died. No real 
suspects have been seen since (eight months elapsed). 
During an eight months’ period, seven dogs and one 
cat were found to have rabies and at least four other 
dogs unquestionably were killed by this unnecessary 
disease. 
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The Problem in Humans 


Seventeen individuals received treatment. Only two 
of this group were bitten by a “stray” dog. Fifteen 
were bitten by their own dog or by a dog known to 
them. Fortunately none had an injury that required 
suturing. 

All treatments were administered by seven private 
physicians. No treatments were given by the health 
department and we have definite reasons for this, other 
than laziness, I assure you. I only wish that 17 private 
physicians had given one treatment each. 

There were no severe reactions. All treatments con- 
sisted of a series of 14 daily injections, with one ex- 
ception—that of a pregnant woman (third trimester) 
bitten by a 3-month-old puppy. 

Since we allowed the patients to go to the physician 
of their choice, we also allowed them to receive the 
injection in the area of their selection. I need not tell 
you that the expectant mother chose a site other than 
the abdomen! 

(The site of injection is not important—there is some 
indication that intramuscular injections give less reac- 
tion than subcutaneous.) 

Two patients, experiencing chills and fever, were 
allowed to rest two days before completing the series. 
Antihistamines appeared to give marked relief. Corti- 
sone would have been tried had the symptoms war- 
ranted its use. 

The psychologic aspects in this small series were 
negligible. Tetanus antitoxin was almost routinely 
used, and penicillin was used where indicated. 

In all of the Lake County experience, only one case 
offered a problem in differential diagnosis. A Negro 
woman with an indefinite history of exposure became 
ill. It was either tetanus or rabies or both. Through 
previous discussions with private physicians, we had 
reached the conclusion that there are no problems 
when the possibilities are limited to rabies and only 
one other disease: Forget rabies insofar as treatment 
is concerned and treat the other disease heroically, 
symptomatically and adequately. This patient was given 
massive doses of antibiotics and tetanus antitoxin, and 
experienced an uneventful recovery. It seems safe to 
assume in retrospect that she had something other 
than rabies. 


Experiences Elsewhere 


During the same period, rabies was a problem also 
in Hillsborough County. There the health department 
required that a statement be signed by all persons for 
whom rabies vaccine was proposed. The statement is as 
follows: 
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Hillsborough County Health Department 
1420 Tampa Street, Tampa, Fia. 


Date 


Ihave been told by the County Health Department of the 
dangers from the administration of Rabies Vaccine, and the 
dangers from not administering Rabies Vaccine. In view of 
my recent experiences | request the Hillsborough County 
Health Department to administer Rabies Vaccine to: 


Hillsborough County had the following cases of 
rabies in animals: 


1946 20 cases 
1947 133 cases 
1948 68 cases 
Three-year total 221 cases 


During this three-year period, rabies vaccine was 
administered to 526 people. (Many treatments were 
administered by private physicians—one is known to 
have given the treatment to 15 people—but none of 
those treated by private physicians are included in the 
526 tabulated above.) 

A Negro man was bitten by a stray dog but refused 
treatment. Three months later he developed rabies and 
died. Before death he bit his attending physician and 
one other man who assisted in restraining the patient. 
Both received the vaccine without incident. 

In this series only three developed complications. 
One developed paralysis of the lip but recovered in 
ten days. The second developed muscular pain after 
receiving 12 daily injections; he also recovered com- 
pletely. 

The third experienced leg paralysis with incon- 
tinence. The onset of muscle weakness was only two 
days after completing the series. He has obtained only 
a partial recovery. (Poliomyelitis was prevalent in the 
neighborhood at the time of onset.) 

During one year, Chicago had 84 rabid animals and 
treated approximately 993 persons, with only nine re- 
actions. Only eight were unable to complete the treat- 
ment owing to severe reactions. Cortisone, ACTH and 
an antihistamine were used. There were no deaths nor 
serious reactions in this rather large series. 
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A Community Rabies Program 


Lake County now maintains a year-round alert for 
rabies. We have a licensing and immunization law (one 
of the four counties in the state with such a law), but 
there is not enough money to maintain a full-time rabies 
control supervisor. (We never use the word “dog- 
catcher” or “‘warden.””) However, there will be money 
next year. 

We use the newspaper, the radio and often the speak- 
ers platform (there are 60 civic and service clubs in 
our county that utilize the services of approximately 
1,800 speakers annually). 

When rabies struck full-blast, organized community 
effort was immediately forthcoming. Voluntary dog 
quarantine was requested by the respective mayors and, 
surprising as it may seem, it was respected and effec- 
tive. The police and sheriff’s departments went quietly 
about the job of handling stray animals (probably some 
that were not exactly strays). Our rabies supervisor 
worked overtime with his Rabies Control Trailer. (We 
have no “dog-catcher’s” wagon.) We showed no pic- 
tures of a dog’s actual capture, but we had pictures of 
a kindly gentleman watering and feeding the animals 
in our Humane Shelter. (We don’t believe in “dog 
pounds.”’) Public or roadside shootings were not neces- 
sary, except in the case of the rabid Dane that attacked 
the 38 animals. The Humane Society thought this was 
justified. (This organization, when approached prop- 
erly, can be most effectively utilized.) 

Cooperation from all segments was full and enthu- 
siastic. In fact, the determination to rid the county of 
strays was so evident that I felt it necessary to give a 
word of caution. Along the 20-mile stretch of highway, 
it was not unusual in the early morning to see one 
dead dog per mile. Some were ten feet from the paved 
portion, with car tracks still visible on the firm, grass- 
covered shoulder. 

In the interest of automobile safety, I felt con- 
strained to warn motorists to maintain their activities 
within the 60-foot-wide right-of-way! Today we rarely 
see a dog, dead or alive, along our highway. 

Public relations and individual psychotherapy con- 
tribute more than any other single factor in the im- 
mediate problem of a threatened or actual rabies 
epidemic. With three phones ringing simultaneously, 
nothing contributes more than having a secretary with 
a smooth, unperturbed telephone personality. If it is 
reassuring and radiates confidence, it has inestimable 
value. 

Every member of our staff knew the general policies: 
Don’t kill the dog. Take the victim to a private physi- 
cian. Don’t worry—not even one out of 12 dogs has 
rabies. A veterinarian and/or sanitarian will be out 
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immediately. Any other reassurances that might be 
applicable to the individual concerned were given. 

We prepared a list of “no” or negative replies that 
our secretaries could answer immediately. As the out- 
break progressed, the list grew. The following ques- 
tions are no doubt typical whenever rabies is present: 

Is the blood of rabid animals infectious ? 

The mad dog only hissed her face, must she be treated ? 

Do we have to burn or sterilize the place where the dog 
died? 

Can we get rabies from milk ? 

My hog was bitten seven days ago by a rabid dog—is it 
dangerous to slaughter for meat ? 

My son was bitten by his cousin who was bitten by the 
mad dog—his cousin has had only seven treatments—is 
my child in danger ? 

I was bitten by a rabid dog today, but I had 21 shots 
only three months ago. Must I take them again? (Im- 
munity reaches peak at end of 30 days—effective for three 
months. A couple of weekly boosters indicated if four to 
six months elapsed.) 

Is a baby born of a rabid mother likely to develop 
rabies ? 

Would there be danger to the surgeon performing a 
Cesarean section on a mother dying from rabies? (Un- 
likely—virus has been found in pancreas, kidney and 
mammary gland and theoretically, a puncture wound 
could be the site of an infection from these organs.) 

Can a flea transmit rabies ? 

Has a chicken ever been known to transmit rabies? 
(The answer to all of the above questions is NO, but 
domestic fowls can and do contract rabies.) 

In our county we are able to get a microscopic re- 
port in approximately three hours. Even though we 
planned to institute treatment, based on clinical find- 
ings and the veterinarian’s recommendations, we al- 
ways waited for the laboratory report (in those in- 
stances where the animal died or was killed). We felt 
that this method helped to impress the victim that we 
were not treating all those bitten, regardless of the 
condition of the offending animal. 

Our psychologic approach was an attempt to fix in 
the minds of the public these salient facts: 

1. If the Lake County Health Department and the 
private physician recommended the treatment, then 
they had better follow that advice without delay. 

2. If we advised that no treatment was indicated, 
then they should quit worrying and forget it. 

We do not subscribe to the thought “that the use 
of rabies vaccine is not an entirely harmless process,” 
even though I have read it or a similar statement no 
less than ten times during the past six months. I be- 
lieve that such a statement might be applicable to the 
use of penicillin where possibly one death per million 
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treatments results. The administration of rabies vac- 
cine is definitely dangerous, and the public has always 
been so informed in Lake County. 

If we admit that only 9 per cent of those bitten by 
rabid animals develop the disease, then we must fur- 
ther admit that we are giving little more than psycho- 
therapy to the remaining 91 per cent. (Rabies vaccine 
is only effective in those cases where incubation period 
is to be more than 21 days—serum only will bridge 
this gap.) Furthermore, before we can claim to have 
prevented rabies in 100 people we must treat more 
than 1,100 people. But when we treat 1,100 people we 
can expect at least two severe cases of paralysis or 
deaths. Therefore, for each 50 cases of rabies pre- 
vented, we encounter one severe, if not fatal, reaction. 

You may use any set of figures of your choosing— 
and there are many—but you will arrive at the one 
inevitable answer: THE ADMINISTRATION OF RABIES 
VACCINE IS FRAUGHT WITH DANGERS NOT FOUND IN ANY 
OTHER COMMONLY USED VACCINE. 

Let me remind you that I am not writing as an au- 
thority. Rather, I am presenting some of the problems 
found at the grass-roots level. Much of the published 
material on rabies leaves me with a feeling of insecur- 
ity. I am not alone in this dilemma, for I have received 
calls from physicians more than 300 miles away (not 
that I knew the answer). They probably wanted to 
talk to a fellow sufferer. I, of course, appreciated the 
compliment but I did not relish the responsibility. 

I have sent questionaires to many counties in Flori- 
da, Georgia, California and Cook County (Chicago), 
and from all of these reports I can reach but one con- 
clusion: We are not always, shall we say, unanimous 
in our conclusions. I could give many examples, but 
one will probably suffice: One political subdivision 
started 424 antirabies treatments—261 were not com- 
pleted, but during the four-year span covering these 
424 treatments, not one rabid animal was found! 

Where does that leave the Lake County Health 
Department? We had eight animals positive and four 
others that no one questioned; yet we treated only 17 
people (less than 10 per cent of those bitten). Why 
did we treat only 17? I think it was because one physi- 
cian, plus the veterinary consultant, made all final 
decisions. (There was extremely close liaison of private 
physician, veterinarian and local Health Department.) 
All of the treatments instituted were completed, and 
it was eventually established by mouse inoculation that 
all of these 17 treated had actually been bitten or 
scratched by a rabid animal. Obviously, the ideal pro- 
cedure is to treat all those into whose body rabies 
virus has been introduced and to leave untreated those 
not so affected. Thorough epidemiologic workup will 
greatly aid the realization of this aim. 
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In our county we were never afraid to tell the pa- 
tient the risk involved. We found it easier to sell the 
therapy than to unsell those where vaccine therapy 
was not indicated. Many people feel that it is no more 
dangerous than tetanus toxoid. No one refused treat- 
ment where recommended, and none persisted unduly 
in their request that treatment be given when told it 
was not indicated. 


Special Considerations 


1. Animal rabies (both wild and domestic) is de- 
finitely endemic in Florida and should be considered a 
major public health problem (in United States annu- 
ally: approximately 40 deaths in man and 10,000 in 
animals) . 

2. Marked reduction in the population of dogs, cats, 
and wild animals must be accomplished. 

3. Known, proven and accepted methods should be 
applied for the control of rabies in dogs. 

4. In handling a dog-bite victim, all scratches and 
bites should be treated as if inflicted by a rabid animal: 

a. Wash (soak) immediately for 30 minutes using 
soap, detergent, 10 per cent formaldehyde solution, 
or any substance that will change pH of solution 
(formaldehyde tends to allay pain). 

b. If indicated, use 1 per cent procaine, but wash 
thoroughly. I know of no indication for the use of 
strong mineral acids (e.g. nitric acid). 

c. Pen the offending animal for 14 days—so long 
as the animal remains well there is no indication 
for treatment. (Possibly 75 per cent of all treat- 
ments now being administered are actually contra- 
indicated.) 

d. If animal dies before 14 days have elapsed, a 
microscopic examination should be immediately 
performed, followed by mouse inoculation. Treat- 
ment must always be considered following illness or 
death of such animal but not necessarily begun. 
Each case must be handled individually. Symptoms 
of animals before death, microscopic findings, other 
pertinent facts and veterinarian’s advice should be 
properly evaluated. 

e. If treatment is considered necessary, then re- 
member one thing: Serious complications can usu- 
ally be anticipated if patient is closely observed dur- 
ing treatment, SEE YOUR PATIENT EVERY DAY. The 
fourth through the eighth day is the period most 
likely for the development of untoward manifesta- 
tions. 


Fever is always the most prevalent symptom of an 
adverse reaction to rabies vaccine. If a patient receiv- 
ing vaccine develops unexplained fever, headache, 
emesis. anorexia, radicular pain, any form of muscular 
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weakness (especially weakness of the legs), the treat- 
ment should be discontinued immediately. Frequently, 
after a 24- to 48-hour rest, the treatment can be re- 
started. It is important that the treatment be com- 
pleted if possible. If the patient was not bitten by a 
rabid animal, the treatment should not have been 
started in the first place! 

Most of the unnecessary treatments are given to 
those people who state, “It was a stray dog that dis- 
appeared.” If you explain to them that the vaccine is 
extremely dangerous and that if the dog can be found 
and kept alive, the treatment will not be necessary, 
then they will go out and find that dog. In Lake 
County they always found the “stray.” 

Even though stray dogs were responsible for only 
two of the 17 treatments, they were indirectly respon- 
sible for all of them. A STRAY DOG, UNBEFRIENDED AND 
DESTROYED, CEASES TO BE A PROBLEM. 

During this outbreak we investigated bites by a 
boy, dogs, cats, grey squirrels, flying squirrels, rac- 
coons, opossums, a church mouse, field rats, a hog 
and a turtle, but only seven dogs and one cat were 
proven positive by microscopic and mouse tests. Four 
other dogs undoubtedly had rabies. It is not believed 
that wild animals were directly concerned in this out- 
break. 

It is felt that a public clinic is the least desirable 
place to administer antirabies vaccine, since psycho- 
therapy is the only thing actually received by many 
patients. The children and expectant mothers, espe- 
cially, should be treated by their private physicians. 
(Rabies is the one disease for which medical cultists 
and advertising quacks never claim a cure.) 

Our quarantine period for observation was 14 days 
instead of the usual seven. We were not always sure 
that we were dealing with an absolutely normal dog at 
the end of the seventh day. 

A full-time rabies control officer would have lessened 
and, in all probability, prevented this outbreak. The 
regrettable observation is that we have known for 
years how to handle this fatal disease—yet it is still 
with us—and in alarming proportions in too many 
areas. Frankly, I do not believe that the complete 
eradication is possible in my county in the foreseeable 
future. 

We sincerely hope that, with the help of our neigh- 
boring counties and our neighboring states and with 
an assist from a central authority, we will be able to 
keep this disease at an irreducible minimum. Perhaps 
with enough assists, we will in time, be able to reduce 
that which now appears to be irreducible. 


A bibliography accompanying this article is available upon 
request from the Editorial Office of GP. 
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The finding of an elevated blood pressure reading, 

edema or albuminuria in a pregnant patient does not make 

the diagnosis of toxemia of pregnancy. The patient may have toxemia, 
hypertensive vascular disease, or one superimposed on the other. 
Differentiation between pure toxemia of pregnancy 

and hypertensive vascular disease is apparent 

by examination of the retina. 


The Optic Fundus in Toxemia of Pregnanc 


BY FRANK A. FINNERTY, JR., M.D. 


Department of Medicine, Georgetown University School of Medicine 
Washington, D.C. 


TOXEMIA OF PREGNANCY (the optic fundus) 


Age 15, grav. I with pure toxemia 


4 months 


No edema 
B.P. 60 albuminuria 


Normal fundus 


8 months 3 months post-partum 
140 Edema 100 No edema 
B.P. 100 Albuminuria B.P. No albuminuria 


Note wetness of Note absence of retinal 
entire fundus. sheen and presence 


of retinopathy. 
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3 months 


150 
B.P. 00 


3 months post-partum 


No edema 
B.P. 95 No albuminuria 


Note absence of sheen. 


No edema 
No albuminuria 


Note tortuosity of. 
arteries. 


Albuminuria 

Edema 

Note wetness of entire 
fundus, particularly 
along course of vessels. 


DIAGNOSIS AND TREATMENT 


Diagnoses in 820 Patients 


556 hypertensive vascular disease 


100 hypertensive vascular disease 
and superimposed toxemia 


44 post-partum hypertension 
80 pure toxemia 


40 pyelonephritis 
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Hypertensive 

Vascular Disease 

(1) Average age, 22 (13-41) 
(2) Grade 1 or 2 retinopathy 


(3) Peripheral edema 0-1+, 
albuminuria 0-1+ 


(4) One-third become normotensive 
or even hypotensive during 
pregnancy - 


Hypertensive Vascular Disease 
plus Superimposed Toxemia 
(1) Average age, 32 (14-31) 


(2) History of hypertension ante- 
dating pregnancy 


(3) Grade 1 or 2 retinopathy and a 
generalized retinal sheen 


(4) Presence of edema of ankles and 
periorbital area and albuminuria 


(5) No congestive heart failure 


(6) Early development of toxemia, 
i.e., 4th and 5th months 
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Age 17, grav. II, para. I, with H.V.D. superimposed toxemia. : 
6 months 
IC 160 
B.P. 1 10 A 


Post-Partum Hypertension 


(1) Average age, 24 (19-31) 


(2) Completely normal pregnancy, 
delivery and puerperium 


(3) Fundi normal 
(4) Six weeks post-partum eleyated 
blood pressure above 


(5) Three months post-partum the 
blood pressure of most patients 
normal. By six months all normal 


(6) Is this the beginning of hyperten- 
sive vascular disease in these 
patients? 


Pure Toxemia 


(1) Average age, 17 (13-22) 


(2) Rising diastolic blood pressure, 
and/or edema, and/or albu- 


minuria 


(3) Generalized retinal sheen 


Funduscopic Findings in True Toxemia 


(1) 


(2) 
(3) 
(4) 


(5) 
(6) 


(7) 


(1) 


A wet, glistening appearance of entire retina — 
retina seems to be covered by a thin film of fluid 


Retinal vessels normal 
The wetness follows the course of the blood vessels 


May be seen laterally in normal young patient. 
Also seen in acute nephritis and nephrotic phase 
of chronic nephritis. 


Not seen in hypertension 


Probably represents superficial retinal edema due 
to generalized vasospasm characteristic of toxemia 


Frequently precedes appearance of edema, albu- 
minuria, hypertension — gives physician a head 
start in treatment. 


True Toxemia (70 patients) 


Retinopathy—antepartum—none 


height of toxemia none 
two months post-partum 50 


Severity of toxemia not deciding factor, 1.¢., not 
more common after eclampsia 


Duration of toxemia deciding factor 
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Treatment of Toxemia 
A. OUTPATIENT* 


At first sign of retinal sheen, rising diastolic pres- 
sure, periorbital edema, albuminuria 


(1) 200 mg. sodium diet 


(2) Diamox 375 mg. every other day 


(3) Apresoline 10 mg. q.i.d., increasing gradually to 
50 mg. q.i.d. 


(4) Rauwolfia 4 mg./day 
Serpasil 0.1 mg./day 


*If retinal sheen and/or albuminuria persist for two 
weeks even if B.P. lowers—Hospitalize. 


Finding of hypertensive retinopathy and the absence 
ofa retinal sheen should be reassuring to physician— 
no emergency. 

Indications for therapy same as for nonpregnant hy- 
pertensive patients, i.e., vascular damage, cerebral, car- 
diac or renal impairment and/or a rising diastolic B.P. 


Treatment of Hypertensive Vascular Disease OUTPATIENT 


A single elevated B.P. reading not an indication for 


B. IN HOSPITAL 


Nonconvulsive toxemia (pre-eclampsia) or hyper- 
tension 


(1) Unitensen i.m. repeated at hourly intervals as 
needed if B.P. over oe” 


(2) Serpasil i.v. 
(3) Apresoline i.m. or i.v. 


(4) Combination Serpasil and Unitensen or Serpasil 
and Apresoline 


Conclusive Toxemia (eclampsia) 


(1) Unitensen i.v. 
(2) Apresoline i.v. 
(3) Combination 

(4) Induction of labor or Cesarean section 24 hours 
after toxic state controlled 


therapy nor does it mean patient toxemic. 
Most hypertensive patients do well during preg- 


nancy. Examine weekly for evidence of superimposed 
toxemia, i.e., retinal sheen. 


If treatment indicated, same as for toxemia. 


THERAPEUTIC RESULTS 


Outpatient management of 16-year- 
od primigravida with pre-eclampsia. 
Retinal sheen, edema 

and albuminuria alleviated 

by Apresoline. 


Hydrazinophthalazine mg. Orally 


d 
Blood Pressure mm. Hg 
120 
100 
80 x 
rt 60 
300 
100 
0 
SP Aprit 1955 
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THERAPEUTIC RESULTS (Continued) 


The | 


Outpatient and hospital management of 21-year-old are i 
primigravida with hypertensive vascular 
disease and superimposed toxemia. 
Hospitalize 
Rupture Membranes 
[ Delivery 
Unitensen |. M. 
Serpasil |. V. 
Apresoline—200 mg./Day 
Rauwiloid—4 mg./Day 
400 mg./Sodium Diet 
Diamox 375 mg./Day—> 
Albuminuria OO++0 00 0 00000040 +0 
Edm O ++4++00 0 0 
Week of Pregnancy Sc 
Hospital management of 24-year-old primigravida with eclampsia Th 
superimposed on hypertension. No prenatal care, 4+ edema, hl 
4+ albuminuria. Note sheen superimposed on ’ 
retinal vascular changes. er 
the 
Cal 
Unitensen Ch 
ma 
Serpasil 2 mg. I. V. 
Serpasil 2 mg. I. V. de 
ha 
wi 
ht 
in 
sc 
m 
be 
Unitensen mg. I. V. ar 
li 
1.0 Ce 
0 
0 2 4 6 10 12 14 16 18 20 22 24 26 28 u 
§ 


Time in Hours 
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Hospital management of 18-year-old primigravida with 
fulminating toxemia superimposed on hypertension. 
The cotton wood exudates and flame-shaped hemorrhages 
are indication for Cesarean section. 


Unitensen mg. I. V. 


1.0 


3 
Time in Hours 


4 


Science Is Amoral 


ScIENCE is not only a partial view of life but it is amoral. 
There is no moral significance inherent in high explosives, 
chlorine gas, or nuclear energy. Without high explosives 
we would not have the plentiful supply of minerals that are 
the foundation of our civilization. The same high explosives 
can be used to destroy buildings, bridges, and human beings. 
Chlorine gas is the basis of common bleaching agents, which 
make possible your white shirts. It is also a potential tool of 
chemical warfare. An H-bomb, releasing the explosive force 
of millions of tons of TNT along with searing heat and 
deadly gamma rays and neutrons, can destroy a whole city. 
Yet the potentialities of nuclear energy for benefit to man- 
kind are as great as its potentialities for destruction. We 
have only begun to explore its peaceful uses. An H-bomb 
will not and can not fall upon us until some member of our 
human race loads it on an airplane and until, at the right 
instant, some human being pulls the bomb release handle. 

The knowledge obtained in the biological and medical 
sciences is equally amoral in character. The accomplish- 
ments of psychology and psychiatry may be applied for 
beneficent, selfish, or evil purposes. Modern advertising, 
and other propaganda, communist brain-washing—all uti- 
lize knowledge of human behavior. The knowledge of the 
Causes of disease assists in its cure or in its spread to oth- 
ers. Scientific knowledge is power, but it is power to be 
used for sood or for evil as men choose.—Hucu L. DrypEn, 
Science, 120:1052, 1954. 
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A Poisoning Control Program in Chicago 


THE EPIDEMIOLOGIC APPROACH, which has proved its value 
in such public health problems as typhoid fever and plague 
can be applied to the public health problem of poisoning. 
By using this approach in conjunction with centralized 
planning and reporting, a score of hospitals, together with 
four full-time health departments, and five medical colleges, 
and others, have been able to evolve a team approach on 
an epidemiologic basis to a difficult and extensive poisoning 
problem. Four major points were outstanding in the effort: 

1. A loose-leaf reference guide to the toxic constituents 
of household substances together with an outline of recom- 
mended treatment for the ingestion of these substances 
was developed and made available to those affiliated with 
the program; 

2. Data on all cases of poisoning were centrally reported 
and with the aid of mechanical tabulation procedures peri- 
odic summaries and analysis of results were made available 
to the participants; 

3. Follow-up home visits or telephone calls were made 
to help prevent future cases, to confirm details of treatment 
and results, and for other incidental public health activi- 
ties; and 

4. Arrangements for the continuous compilation and 
interchange of information on poisoning with centers de- 
veloping in seven other states have been initiated.—Ep- 
WARD PREss, M.D., and Ropert B. MELLIUS, M.D., Am. J. 
Pub. Health, 44:1515, 1954. 
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A Handy Small Splint 


BY J. HERBERT NAGLER, M.D. 
Philadelphia, Pennsylvania 


To COMPLEMENT the treatment of lacerations with or 
without suturing, and to facilitate repair of fractures of 
the digits, a small splint is frequently quite necessary. 
For small areas of involvement, such as fingers and toes, 
plaster splints are often too bulky, and combinations of 
wood, adhesive tape and bandage are often too cumber- 
some and become dirty too easily to be entirely prac- 
tical. 

For some years now I have been using thin sheet 
aluminum, making a small splint (for a thin wrist or 
smaller joint) in a few minutes. The material may be 
obtained inexpensively from a hardware or roofing 
shop and is designated as 0.03” thick. It may be readily 
cut with bandage scissors and bent as required. It 
should be shaped to the part and, if indicated, should 
protrude beyond the end of the digit to protect it. The 
splint should always be bent in the axis perpendicular 
to that of the part, so that its rigidity is not jeopardized. 
Edges are bound with 4%" or 4" adhesive tape to elim- 
inate the danger of sharp edges, and the splint is thus 
quickly ready for use. 

It is applied with a2 minimum of adhesive or Scotch- 
type tape at points similar to those used for tongue- 
blade or coaptated applicator splints. It may be cov- 
ered with bandage if the patient desires, but this de- 
tracts from its greatest virtue, i.e., its simplicity and 
ready cleanability. As often as necessary, whenever the 
splint has become wet or dirty, it may be removed, the 
edges rebound, and the whole reapplied as it was orig: 
inally, where it will remain because it fits the local con- 
tour. When the treatment is completed, the whole may 
be discarded with no thought for cost. 

With this device it has been possible to protect a 
large number of sutured wounds, and to avoid suturing 
a much larger number because the splint provides both 
immobilization and easy access for redressings with no 
risk of maceration. Fractures of the small bones have 
been quite easily handled by this method, particularly 
because of lightness (on the hands) and because of lack 
of bulk (inside the shoes). 
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WEAKNESS AND ABNORMAL fatigability, which are among 
the commonest complaints presented to the physician, 
may result from impairment of any part of the motor 
system which governs the function of voluntary muscle. 
The stimulus for organized movement begins in the 
cerebral cortex, travels down the pyramidal (cortico- 
spinal) tract to the motor nuclei of the brain stem and 
the anterior horn cells of the spinal cord, and thence 
tothe peripheral motor nerves (Figure 1). The stimulus 
must then cross the neuromuscular junction between 
the ending of the motor nerve and the muscle fibers, 
following which it initiates contraction of the muscle 
fibers. The motor unit is thus made up of the upper 
motor neurone (motor cortex and pyramidal tract), 
lower motor neurone (anterior horn cell and motor 
herve), neuromuscular junction, and muscle fibers. The 
motor system also includes the extrapyramidal system 
(basal ganglia, cerebellum, and the rubrospinal and 
vestibulospinal tracts), which influences muscle tone 
and movement. 

Itis evident that a great variety of diseases may affect 
one part or another of the motor system, resulting in 
abnormalities of muscle function. These abnormalities 
are manifested by weakness, and in many instances by 
Wasting, stiffness or spasm, pain or abnormal move- 
ments. The diseases may be considered in the order 
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Multiple organic and functional disorders cause 
muscular weakness and dysfunction. Since specific therapy 
may be not only effective, but life-saving, accurate diagnosis 


The Diagnosis and Management of Disorders of Muscle Function 


BY DAVID GROB, M.D. 


Department of Medicine, Johns Hopkins University and Hospital, Baltimore 


is essential. Toward this end, various diseases 

with muscular abnormalities are classified on the basis 
of motor system localization. The components of the motor system 
considered are: (A) Central nervous system or peripheral nerves; 
(B) Myoneural junction; (C) Muscle. 

Methods of differential diagnosis and treatment are covered. 


in which they affect the passage of the motor stimulus, 
beginning in the cortex and terminating in the muscle 
fibers (Table 1). Only a few of these disorders will be 
considered in any detail. 


Central Nervous System; Peripheral Nerves 


DISEASES OF EMOTIONAL ORIGIN 


Since motor impulses originate in the highest cere- 
bral centers, under volitional control, emotional dis- 
orders may result in abnormal muscle function. This 
may take the form of generalized muscular weakness 
(neurasthenia, which may be severe and even associated 
with muscular wasting, as in anorexia nervosa), local- 
ized weakness or paralysis (hysteria) or abnormal move- 
ments (tremor, tics and torticollis). The absence of 
other changes in the neuromuscular examination, and 
improvement in function following adequate sugges- 
tion, will frequently establish the diagnosis. 

Weakness of emotional origin may appear not infre- 
quently in patients with organic disease, and the dis- 
tribution of hysterical weakness may be influenced by 
real loss of function. In such instances, the major part 
of the disability may be relieved following hypnosis or 
other forms of suggestion, but this does not eliminate 
an underlying organic process. 
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taste 1. Causes of Muscular Dysfunction 


I, Diseases of the Central Nervous System or Peripheral 
Nerves 
A, Of emotional origin 
1, Neurasthenia 
2. Hysteria 
3. Anorexia nervosa 
B. Of the upper motor neurone (producing weakness 
with spasticity) 
1. Thrombosis or hemorrhage of cerebral or spinal 
vessels 
2. Encephalitis 
3. Amyotrophic lateral sclerosis 
4. Tumor 
5. Multiple sclerosis 
6. Subacute combined degeneration 
7. Syphilis 
C. Of the lower motor neurone (producing weakness 
with flaccidity and atrophy) 
1. Acute onset 
a. Poliomyelitis 
b. Peripheral neuritis (may be of acute ascending 
type (Guillain-Barré) or due to diabetes, thia- 
min deficiency, diphtheria, periarteritis nodosa, 
lead, arsenic, porphyria, herpes zoster) 
c. Transverse myelitis 
d. Trauma to spinal cord or nerves 
2. Slowly progressive onset © 
a. Progressive muscular atrophy, progressive bul- 
bar palsy, Werdnig-Hoffman muscular atrophy 
b. Syringomyelia 
c. Spinal cord tumor 
d. Prolapsed intervertebral disc 
¢. Nerve injury due to cervical rib, scalenus anti- 
cus syndrome, hypertrophic arthritis, or pero- 
neal muscular atrophy 
D, Of the extrapyramidal motor system (increased 
tone, abnormal movements) 
1. Parkinsonism (post-encephalitic or paralysis 
agitans) 
2. Chorea 
3. Athetosis 
4. Dystonia 
5. Hemiballismus 
6. Hepatolenticular degeneration (Wilson’s disease) 


Hf. Disorders of the Myoneural Junction 
A. Toxins 
1. Botulinus 
2. Tetanus 
3. Spider and snake venoms 
B. Chemical Agents 
1. Anticholinesterase compounds {Parathion, TEPP, 
nerve gas) 
2. Neuromuscular blocking drugs 
C. Tetany 
D. Myasthenia gravis 
III. Diseases of Muscle 
A. Infection 
1. Epidemic myalgia 
2. Trichinosis 
3. Acute or chronic “debilitating” diseases 
B. Disease of mesenchymal tissue possibly related to 
1, Rheumatoid arthritis 
2. Lupus erythematosus disseminatus 
3. Periarteritis nodosa 
4. Scleroderma 
5. Dermatomyositis 
C. Unknown cause 
1. Myositis 
2. Fibrositis 
3. Muscular dystrophy 
4. Myotonic dystrophy 
5. Paroxysmal paralytic myoglobinuria 
D. Disorders of the endocrine glands: hyperfunction or 
hypofunction of 
1. Thyroid 
2. Adrenal cortex 
3. Anterior pituitary 
4. Parathyroid glands 
E. Alteration in the serum potassium 
1. Hypopotassemia 
a. Treatment of diabetic acidosis 
b. Infantile diarrhea 
c. Sprue 
d, Chronic nephritis 
Familial periodic paralysis 
2. Hyperpotassemia 


a. Uremia 
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DISEASES OF THE Motor NEURONE 


Lesions of the motor unit produce weakness with 
spasticity. 

Injury to the motor cortex or the pyramidal tracts 
may result from thrombosis or hemorrhage of cerebral 
or spinal vessels, encephalitis, meningitis, abscess, 
syphilis, multiple sclerosis, pernicious anemia, amyo- 
trophic lateral sclerosis or brain or spinal cord tumor. 
The characteristic manifestations of an upper motor 
neurone lesion are weakness on the side of the affected 
pyramidal tract, with spasticity which is greater in the 
flexors of the upper extremities and in the extensors 
of the lower extremities. 

In the limbs, the finer movements are impaired more 
than the grosser. When the facial muscles are involved, 
movements of the upper part of the face are little 
affected. When the initial period of shock that may 
follow onset of the lesion has passed off, the tendon 
reflexes on the paralyzed side become exaggerated; 
clonus may be elicited in the flexors of the fingers, the 
quadriceps femoris and the calf muscles ; the abdominal 
and cremasteric reflexes become diminished or lost 
and the plantar reflex becomes extensor (sign of Babin- 
ski). Wasting of the affected muscles does not result 
from the upper motor neurone lesion but may occur 
to some extent as a result of prolonged disuse. 


DiszASES OF THE LowER Motor NEURONE 


These lesions produce weakness with flaccidity and 
atrophy. 

Injury to the motor nuclei of the brain stem, to the 
anterior horn cells of the spinal cord or to the anterior 
roots or motor nerves results in the characteristic mani- 
festations of a lower motor neurone lesion. These in- 
clude weakness or paralysis of the muscles innervated 
by the affected neurones, accompanied by diminished 
tone, softness and wasting, and diminution or loss of 
tendon reflexes. Slow degeneration of the anterior horn 
cells, as occurs in progressive muscular atrophy and 
progressive bulbar palsy, results in fascicular twitching 
of muscles, which may be demonstrated most strikingly 
after voluntary movement or after striking the muscle 
with a reflex hammer. Fasciculations occasionally occur 
when the anterior horn cells are damaged by compres- 
sion, as in syringomyelia or spinal cord tumor, but 
they do not occur when these cells are rapidly injured 
or destroyed, as in poliomyelitis. They are rare in 
polyneuritis or other lesions of the peripheral nerves. 

Weakness due to poliomyelitis, peripheral neuritis, 
myelitis or traumatic nerve or cord injury is character- 
istically acute in onset. On the other hand, weakness 
characteristically has a gradual onset in progressive 
musculsr atrophy, progressive bulbar palsy, Werdnig- 
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Basal Ganglia 
Cerebellum 


Figure 1. The motor unit. The stimulus for voluntary movement 
begins in the highest cerebral centers, which initiate passage of the 
motor“impulse from the motor cortex down the pyramidal tract to 
the anterior horn cell of the spinal cord and thence down the mo- 
tor nerve to the neuromuscular junction and to the muscle. The 
anterior horn cell is also influenced by the extrapyramidal system 
(basal ganglia, cerebellum, semicircular canals). 


Hoffman muscular atrophy, syringomyelia, spinal cord 
tumor, prolapsed intervertebral disc, nerve injury due 
to cervical rib, hypertrophic neuritis or peroneal mus- 
cular atrophy. 

In flaccid paralysis of acute onset, poliomyelitis and 
polyneuritis must be considered, particularly if there 
is a preceding acute febrile illness. Poliomyelitis may 
be differentiated by the occurrence of meningeal signs, 
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asymmetrical distribution of the paralysis and of the 
diminished tendon reflexes, pleocytosis in the spinal 
fluid and absence of sensory diminution. Polyneuritis 
is usually characterized by fairly symmetrical paralysis 
and diminished tendon reflexes, pain and paresthesias, 
some sensory diminution (though this is not invariable), 
absence of ocular palsies and, particularly in the acute 
“infective” polyneuritis of unknown origin, by increased 
protein without pleocytosis in the spinal fluid. Post- 
diphtheritic polyneuritis usually may be recognized 
by the association of paralysis of the pharynx and soft 
palate with loss of accommodation. Other causes of 
polyneuritis are summarized in Table 1. 

Flaccid paralysis due to lower motor neurone lesion 
of slowly progressive onset must be differentiated from 
primary diseases of the muscles, especially those dis- 
eases, such as myositis and thyrotoxic muscular atro- 
phy, which may be associated with severe wasting and 
diminution of tendon reflexes. 

In the management of flaccid paralysis, the affected 
limbs are kept in suitable position to avoid contrac- 
tures. During the acute stage, muscle spasm, which 
occurs particularly in poliomyelitis, may be treated 
by moist heat provided by hot packs frequently 
changed. During the acute stage of severe “infective” 
polyneuritis, the administration of cortisone or ACTH 
may be of value. In diphtheritic polyneuritis, anti- 
toxin is administered as soon as possible, while in 
arsenical peripheral neuritis, BAL (British Anti- 
Lewisite) is administered. 


DISEASES OF THE EXTRAPYRAMIDAL Motor SYSTEM 


Lesions of this system may result in alterations of 
muscle tone and involuntary movements of various 
types, as are encountered in Parkinsonism (posten- 
cephalitic or paralysis agitans), chorea, athetosis, dys- 
tonia musculorum deformans, hemiballismus or hepa- 
tolenticular degeneration (Wilson’s disease). 

The muscular rigidity of Parkinsonism may be 
treated symptomatically by belladonna alkaloids, par- 
ticularly atropine, scopolamine or stramonium, ad- 
ministered in increasing doses until an optimal effect 
is obtained, or to the limit of tolerance. Artane or 
Panparnit may also be employed. Muscle spasticity or 
rigidity due to a variety of causes may be aided by 
myanesin (Tolserol), a drug which appears to raise 
the threshold of internuncial neurones in the spinal 
cord and brain stem. 

Abnormal movements, including tremor, are more 
difficult to correct than muscle rigidity. A number of 
surgical procedures have been introduced for the 
treatment of muscular rigidity, spasticity and abnormal 
movements. These consist of section of the anterolateral 
or lateral (including the pyramidal) tracts in the cord, 
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section of the ansa lenticularis or removal of portions 
of the caudate nucleus, cerebellum or cerebral cortex, 
These procedures are reserved for severe and disabling 
disorders of tone or abnormal movement, such as 
hemiballismus, which have not responded to medical 
treatment. During recent years, the neurologic man- 
ifestations of Wilson’s disease have been attributed to 
the deposition of copper in the basal ganglia, and im- 
provement may occur with repeated courses of BAL 
administration. 


Diseases of the Myoneural Junction 


Weakness due to abnormal function of the junction 
between the motor nerves and voluntary muscle may 
result from poisoning by certain toxins or chemical 
agents, from calcium deficiency or from myasthenia 
gravis. 


Toxins 


Botulinus toxin, when ingested in food contaminated 
with Bacillus botulinum, may produce weakness or 
paralysis of both voluntary and smooth muscle. The 
eye muscles are usually affected early, resulting in 
dimness of near vision due to paralysis of accommoda- 
tion, dilated and often fixed pupils, diplopia and 
ptosis. The bulbar muscles may be affected next, and 
finally the skeletal and respiratory muscles, resulting 
in difficulty in swallowing and speaking, generalized 
weakness, abnormal fatigability, constipation and uri- 
nary retention. Many of the manifestations of botulism 
resemble the full-blown picture of myasthenia gravis, 
but the rate of appearance and progression of symp- 
toms is invariably slower and more fluctuating in the 
latter disease. In addition, the weakness of myasthenia 
gravis characteristically responds to neostigmine ad- 
ministration, while that due to botulism is unaffected. 

In former years patients severely ill with botulism 
almost invariably died. However, today, if patients are 
kept alive by the use of antibiotics, tracheotomy and 
artificial respiration, function may begin to return in 
seven to 14 days and recovery may be complete. 

Tetanus toxin produces generalized muscular rigidity 
due to the action of blood-borne toxin on the myo- 
neural junction and increased reflex activity and tonic 
and clonic seizures due to the action of the toxin on 
the anterior horn cells. The occurrence of stiffness of 
the jaw, facial and trunk muscles, resulting in trismus, 
risus sardonicus and opisthotonus, is characteristic. 
Stiffness and spasm of the respiratory muscles inter- 
fere with respiration and may result in asphyxia; 
involvement of the bulbar muscles may produce pro- 
tracted dysphagia. 

Proper treatment is the early administration of ade- 
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quate amounts of antitoxin, penicillin, local débride- 
ment, sedation with paraldehyde, Avertin or barbitu- 
rates, avoidance of stimulation and maintenance of nu- 
trition, if necessary by stomach tube. Muscular relaxa- 
tion by curare has been recommended but is not with- 
out risk. It probably should be reserved for patients 
in whom muscular rigidity or spasm is interfering with 
respiration, and is best carried out with the patient in 
a respirator, in case an overdose is inadvertantly ad- 
ministered. 

Spider and Snake Venoms. Certain spiders, such as 
the “black widow,” produce venom which has neuro- 
muscular effects, producing painful muscle spasms, 
cramps, twitching and board-like abdomen. Some snake 
venoms, especially those of the cobra group, may pro- 
duce generalized weakness involving the muscles of the 
extremities, eyes, swallowing and respiration. The ad- 
ministration of cortisone or ACTH may be of value in 
the treatment of poisoning by either spider or snake 
venom. The intramuscular administration of neostig- 
mine (with atropine), or the intravenous administra- 
tion of calcium gluconate or magnesium sulfate may 
be worth while in treating spider venom poisoning. 


CHEMICAL AGENTS 


Anticholinesterase Compounds. Some of the organic 
phosphate anticholinesterase compounds are highly 
toxic to animals of all species. Several of these com- 
pounds (Parathion, tetraethylpyrophosphate (TEPP), 
hexaethyltetraphosphate (HETP) and Mipafox) have 
been widely used as insecticides. They are highly 
toxic to man as well as to insects, and their indiscrim- 
inate use has resulted in a number of deaths. 

The “nerve gases” are among the most potent of 
the known chemical warfare agents. These gases are 
applicable to long range attack, as upon a civilian 
population. 

The mechanism of action, effect, prevention and 
treatment of symptoms are similar for the various or- 
ganic phosphate anticholinesterase compounds. The 
effects are attributable to accumulation of acetylcho- 
line; (1) in smooth and cardiac muscle and secretory 
glands (muscarine-like effects), (2) in motor nerves to 
striated muscle and preganglionic nerves to autonomic 
ganglia (nicotine-like effects), and (3) in the central 
nervous sy$tem. Exposure of the eyes and respiratory 
tract to vapor or liquid results in marked pupillary 
constriction, headache, rhinorrhea and tightness in 
the chest. Systemic absorption by any route, including 
the respiratory tract and skin, results in sweating, 
nausea, abdominal cramps, increased salivation and 
bronchial secretion, weakness, muscular fasciculations, 
Severe generalized weakness, including weakness of 
the muscles of respiration with respiratory distress, 
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giddiness, headache, drowsiness, confusion, ataxia, 
coma and generalized convulsions. 

In moderate or severe poisoning, large doses of atro- 
pine must be administered in doses of at least 2 mg. 
intravenously or intramuscularly, repeated at intervals 
of approximately ten minutes initially until muscarine- 
like symptoms are relieved, and then at intervals of 
one-half to one hour, to maintain a mild degree of 
atropinization for at least 24 to 48 hours. In severe 
poisoning as much as 25 to 50 mg. of atropine may be 
required over a 24-hour period. Respiratory depression 
requires prompt and sustained artificial respiration 
until spontaneous respiration returns. 

Neuromuscular Blocking Drugs. Curare, decameth- 
onium and succinylcholine are used to produce mus- 
cular relaxation during operative procedures. Curare 
is also used for the relief of muscle spasm. 

The use of neuromuscular blocking agents is not 
without hazard, since an overdose or unusual suscep- 
tibility may result in paralysis of the respiratory mus- 
cles. If paralysis occurs, prompt and sustained artificial 
respiration is necessary until spontaneous respiration 
returns. The blocking action of curare may be antag- 
onized by neostigmine (Prostigmin) or edrophonium 


(Tensilon). 


TETANY 


Reduction in the concentration of ionized serum 
calcium results in increased excitability of the myo- 
neural junction, spinal reflex arcs and brain, resulting 
in carpopedal spasm, positive Chvostek and Trousseau 
signs and, at times, laryngospasm or convulsions. 

Tetany may occur as a result of diminution of serum 
calcium, as in rickets, osteomalacia, hypoparathy- 
roidism, steatorrhea or uremic phosphorus retention; 
or as a result of diminution in the degree of ionization 
of serum calcium, as in alkalosis due to overbreathing 
or to the ingestion of excessive amounts of sodium 
bicarbonate. Tetany is treated by the intravenous ad- 
ministration of calcium gluconate followed by the intra- 
muscular or oral administration of this drug, and by 
control of the underlying disease. 


MYASTHENIA GRAVIS 


Signs and Symptoms. This disease is due to impair- 
ment of conduction across the myoneural junction, and 
is characterized by muscular weakness and abnormal 
fatigability. The cause is unknown. Any of the volun- 
tary muscles may be affected. The earliest to be affected 
are usually the extraocular muscles. Ptosis or diplopia 
is present during the first month of the disease in three- 
fourths of the patients, and at some time during the 
course of the disease in almost all the others. As the 
disease progresses, weakness develops in the muscles 
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Figure 2. Myasthenia gravis in a 2-year-old girl. Note the ptosis 
and sagging of the jaw, which she was unable to close. There was 
also complete loss of extraocular movements and marked weakness 
of the face, neck, swallowing and extremities. Symptoms had begun 
at the age of 1. She began to improve at the age of 3 and has been 
in nearly complete remission since the age of 4. She is now 23 
years old, 


Figure 3. Myasthenia gravis in a 54-year-old man. Note the ptosis, 
lack of normal facial tone and the facial weakness which is demon- 
strated by the attempt to show the teeth. This patient, whose symp- 
toms began at the age of 52, has had marked and progressive gen- 
eralized weakness. 
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of the face (including the orbicularis oculi), tongue, 
mastication, swallowing (resulting in nasal regurgita- 
tion), voice (resulting in nasal, slurred speech), neck 
(resulting in soreness and difficulty holding up the 
head), shoulder girdle, upper extremities, pelvic gir- 
dle, lower extremities and respiration (Figures 2 and 3), 
The weakness almost invariably increases on repeated 
effort, or with fatigue, and is usually most marked at 
the end of the day, and least marked after rest. 

The disease may begin at almost any age, but the 
age of onset is in general lower in females (average 28 
years) than in males (average 42 years). The great ma- 
jority of children with myasthenia gravis are female, 
and the disease rarely begins after the age of 55 in 
women, while it frequently begins after this age in men. 
The incidence of the disease is slightly higher in fe- 
males than in males, the ratio being approximately 60 
to 40. The disease is not familial, but there have been 
rare instances of transient weakness, resembling myas- 
thenia gravis, in the newborn of myasthenic mothers. 

Course. The course of the disease is quite variable. 
A few patients may go rapidly downhill and die within 
a few months. In the great majority, however, the dis- 
ease is prolonged, with numerous periods of improve- 
ment and of exacerbations which usually tend to be- 
come more severe as the disease progresses. Approxi- 
mately one-fourth of the patients have a remission some 
time during their course. The average length of remis- 
sion is about four years, but some may last up to 17 
years. Few patients have more than one complete re- 
mission of generalized myasthenia gravis, but multiple 
remissions of ocular myasthenia occur. Most remis- 
sions begin during the first year, but the average in- 
terval between onset of the disease and of a remission 
is four years. Exacerbations frequently occur following 
an acute respiratory infection or an emotional upset, 
or during hot weather. The administration of thyroid 
extract, cortisone or ACTH, or the concurrence of hy- 
perthyroidism may make some patients worse. Most 
patients improve during the latter half of pregnancy, 
though some become worse during pregnancy or post- 
partum. 

Most patients with generalized myasthenia die of the 
disease, though some run a protracted course and die 
of other causes. Before introduction of neostigmine in 
1935, average time-interval between onset’ and death 
was four and one-half years. Today this interval is sev- 
eral times longer. Of a group of 202 patients followed 
for one to 30 years (average nine years), one-third died 
of the disease within three months to 24 years (average 
six years) after onset. Of patients who are alive, 13 per 
‘cent are in a complete or nearly complete remission, 
25 per cent have improved to a moderate degree, 20 
per cent are unchanged, and 10 per cent are worse. 
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Localized Ocular Myasthenia Gravis. At the onset of 


generalized myasthenia gravis, the disease may remain ~ 


localized to one or more muscles for a considerable pe- 
riod of time. The most frequent localization is the extra- 
ocular muscles. About one-third of patients develop 
generalized myasthenia gravis after having localized oc- 
ular myasthenia gravis for one month to 25 years. Ex- 
tension of the disease occurs after one to six months of 
ocular myasthenia in over half of these patients, and 
after one to 12 months in over three-fourths. In addi- 
tion to those whose ocular myasthenia is a precursor 
of the generalized disease, there are a number in whom 
the disease never extends beyond the extraocular mus- 
cles with concomitant weakness of the orbicularis oculi. 

Most patients who have had localized ocular myas- 
thenia gravis for more than two years are not likely to 
have further extension of the disease. Some patients 
with localized weakness of the extraocular muscles who 
do not respond to neostigmine administration may have 
fibrous dystrophy of these muscles rather than myas- 
thenia gravis. 

Incidence of Thymic Hyperplasia and of Thymoma. 
About one-sixth of the patients with generalized myas- 
thenia whose thymus was examined after operation or 
at post-mortem had a normal thymus. The remainder 
had varying degrees of hyperplasia and increase in 
germinal center formation, and about one-fifth of the 
total number had a benign tumor, or thymoma. Most 
patients with a thymoma are likely to have a more 
severe form of the disease and a poorer prognosis. 

Diagnosis of Myasthenia Gravis. The diagnosis is 
established by the response to neostigmine, admin- 
istered intramuscularly in an average dose of 1.5 mg., 
following 0.6 mg. of atropine sulfate, the latter to pre- 
vent the muscarine-like effects of neostigmine. Careful 
examination of the strength of each muscle group is 
performed before, and approximately one hour after the 
injection of neostigmine. This should include measure- 
ment of the palpebral fissures at rest and after one 
minute of upward gaze ; of the extraocular movements ; 
of the strength of the facial muscles, including the 
orbicularis oculi; of the neck muscles and of the ex- 
tremities. Muscles that are weak because of myasthenia 
gravis will increase in strength following neostigmine 
administration. 

In patients with severe myasthenia gravis, the im- 
provement in strength may be only slight or moderate. 
It may be necessary to repeat the test with a placebo 
to record the effect of suggestion. Where there is a 
slight increase in strength, and no muscular fascicula- 
tions, it is desirable to repeat the test with 2, 2.5 or 
even 5 mg. of neostigmine, injected intramuscularly 
after | to 2 mg. of atropine sulfate. The occurrence of 
humerous muscular fasciculations in some muscles 
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after neostigmine administration indicates that these 
muscles are probably not affected by myasthenia gravis. 
Myasthenic muscles rarely fasciculate after intramus- 
cular neostigmine; but the absence of fasciculations is 
not of diagnostic aid, since some nonmyasthenic sub- 
jects may have few or no fasciculations after neostig- 
mine. 

When the extraocular muscles are affected by myas- 
thenia gravis, the levators of the upper lids usually 
respond well to neostigmine. The other extraocular 
muscles may respond well, slightly or not at all. Con- 
versely, the extraocular muscles appear to be the only 
ones which may improve slightly in performance fol- 
lowing neostigmine administration, when the weakness 
is due to some disease other than myasthenia. Such 
reactions have been observed in patients with multiple 
sclerosis, myositis and arteriosclerotic cerebral vascu- 
lar disease. Marked improvement in the extraocular 
muscles or definite improvement in the performance of 
other muscles (which is not due to suggestion or to a 
greater subjective effort by the patient) occurs only in 
myasthenia gravis. 

Management of Myasthenia Gravis. The basis of ther- 
apy is neostigmine, administered orally in doses sufhi- 
cient to maintain adequate strength throughout the 
day. Only severely ill patients require the drug during 
sleeping hours. Where there is difficulty swallowing, 
neostigmine may be injected intramuscularly or, in an 
emergency, intravenously. Although myasthenic sub- 
jects are more tolerant of neostigmine than normal 
subjects, atropine sulfate should, when necessary, be 
administered in doses adequate to prevent the mus- 
carine-like effects of neostigmine, such as nausea, vom- 
iting, salivation, abdominal cramps, diarrhea, sweating 
and, rarely, hypotension and bradycardia. In critically 
ill patients, large doses of neostigmine may have to be 
given. 

When the muscles of respiration and of swallowing 
are seriously affected, and do not respond to neostig- 
mine, use of the respirator and of tracheotomy becomes 
life saving. Nutrition may have to be maintained by 
stomach tube. Antibiotics are administered to prevent 
or control infection. Since spontaneous improvement 
may occur even after the disease has reached a very 
severe stage, the patient must be carefully managed 
through every crisis. 

Careful administration of the stronger and partly 
irreversible anticholinesterase compounds, tetraethy] 
pyrophosphate (TEPP) and octamethyl pyrophos- 
phoramide (OMPA) often results in more sustained 
strength and better endurance than is possible with 
neostigmine, but the maximum strength attainable 
with any of these drugs, or with their combination, is 
approximately the same. TEPP and OMPA have the 
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disadvantage that excessive doses may result in weak- 
ness and in severe side effects more readily than does 
neostigmine. In a few patients ephedrine, when used 
as an adjuvant to neostigmine, provides a slight addi- 
tional increase in strength, and occasionally potassium 
chloride has a similar effect. A new analogue of neo- 
stigmine, pyridostigmine (Mestinon), produces more 
prolonged increase in strength than neostigmine, and 
is preferred by most patients. 

There is difference of opinion concerning the effect 
of thymectomy and of irradiation of the thymus on the 
course of myasthenia gravis. The most recent survey 
of the results of these procedures carried out in the 
Johns Hopkins Hospital has indicated that patients 
who have had thymectomy or irradiation have, in 
general, had only a slightly better course than the 
patients who had neither procedure. Thymectomy is 
probably best reserved for patients with roentgeno- 
logically demonstrable thymoma. The operation is 
performed to remove a tumor which may become 
locally invasive, rather than to alter the course of the 
disease. 


Diseases of Muscle 


Due To INFECTION 


Ejndemic Myalgia (Pleurodynia, Bornholm Disease). 
This disease, presumed to be due to a filterable virus, 
is characterized by paroxysms of pain, most commonly 
localized to the lower part of the chest or upper part 
of the abdomen, and aggravated by anything that 
causes contraction of thoracic or abdominal muscles, 
such as deep breathing, coughing or sneezing. The 
affected muscles may be tender. Fever and frontal 
headache are usually present and, less frequently, mild 
gastrointestinal or upper respiratory symptoms, hic- 
cups or pleural friction rub. 

The disease usually occurs in epidemics during the 
late summer or early fall. In some epidemics the neck 
muscles may be involved, giving rise to “stiff neck” 
or even torticollis. Occasionally, the trapezius may be 
affected. The white blood cell count may be normal 
or moderately elevated, and the sedimentation rate is 
usually increased. The illness usually lasts from two to 
seven days but may last three weeks. Recovery is al- 
most always complete, though patients sometimes feel 
fatigued and depressed for several months. Death from 
the disease has never been reported. 

Trichinosis. The most common symptoms of trichi- 
nosis are due to invasion of the muscles by trichinae, 
and include pains in the extremities, muscle tender- 
ness, weakness and often swelling. Paralysis of the 
extraocular muscles and edema of the orbital tissues 
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and face are frequently present, and occasionally cen- 
tral nervous system symptoms occur. 

The diagnosis is suggested when there is a history 
of eating inadequately-cooked pork, with subsequent 
gastrointestinal symptoms, muscle pains and tender- 
ness. The striking eosinophilia often present supports 
the diagnosis; muscle biopsy confirms it. 

Acute or Chronic “‘Debilitating” Diseases. There are 
a great number of acute and chronic infectious diseases 
in which slight to moderate muscular weakness and 
abnormal fatigability may occur. These include in- 
fluenza, brucellosis, tuberculosis, infectious hepatitis, 
Weil’s disease and many others. Indeed, these symp- 
toms, accompanied by muscular wasting, may occur in 
almost any chronic illness associated with inanition or 
cachexia, or in senility. Often the mechanism for the 
alteration in muscle function is not clear, but in a few 
diseases, such as sarcoidosis or primary amyloidosis 
there may be direct involvement of the muscles by the 
systemic disease. 


DISEASE OF MESENCHYMAL TISSUE 


Varying degrees of muscle weakness and wasting, 
associated with round cell infiltration, perivascular 
collections of lymphocytes. and degeneration, necrosis 
and atrophy of muscle fibers, may occur in association 
with any of the mesenchymal diseases which have been 
attributed to hypersensitivity. The weakness and wast- 
ing are least marked in patients with acute rheumatic 
fever in which the striated muscle lesions are scattered. 
It is more severe in patients with rheumatoid arthritis, 
in whom muscle wasting is usually greater than would 
be expected from disuse alone. It may be even more 
severe in some patients with disseminated lupus ery- 
thematosus, periarteritis nodosa or scleroderma, and 
is most severe in patients with dermatomyositis. 

Dermatomyositis may begin at any age. The first 
symptoms are usually pain, tenderness and sometimes 
swelling of the affected muscles, followed by weakness, 
atrophy and weight loss. Weakness and wasting may 
occur with little or no pain, tenderness or swelling. 
The muscles of the shoulders, upper arms, pelvic git- 
dle and thighs are usually first and most severely 
affected, and this distribution of weakness may result 
in the disease being mistaken for muscular dystrophy 
until other symptoms ensue or a muscle biopsy is ob- 
tained. 

In severe cases. almost all the skeletal muscles may 
be affected, including the muscles of swallowing, mas- 
tication, respiration and the extraocular muscles. The 
tendon reflexes may be diminished or lost. Fever, 
malaise, anorexia and skin lesions usually occur at 
some time during the course of the disease. Desqua- 
mation and pigmentation of the skin may occur. The 
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lymph nodes, spleen and occasionally the liver may 
be enlarged. Joint pains and arthritis may occur. The 
white blood cell count is usually normal but may be 
elevated. Mild anemia may occur. 

The diagnosis is usually established by biopsy of the 
muscle, which shows the changes of myositis; and 
biopsy of the skin, which shows atrophy of the epider- 
mis and round cell infiltration. The disease may run a 
chronic course for several years, with exacerbations 
and remissions. Death is usually due to impairment of 
the muscles of respiration, and often to concomitant 
pulmonary infection or, occasionally, to involvement 
of the heart by the disease. 

ACTH and cortisone diminish fever and malaise, 
and may halt temporarily the progress of dermato- 
myositis and other mesenchymal diseases. In some 
patients these hormones may produce an increase in 
strength. 


Dus Tro UNKNOWN CAUSE 


Myositis. In this disease changes occur in the muscle 
similar to those of dermatomyositis, but without ac- 
companying skin changes, splenomegaly or anemia, 
and usually with little or no fever and malaise. Muscu- 
lar weakness, wasting and sometimes pain and tender- 
ness occur. 

A single muscle may be affected, or the disease may 
be widespread, in which case the term “polymyositis” 
is sometimes applied. There may be superimposed 
hemorrhages, fibrosis or ossification in the muscles, 
and the terms myositis hemorrhagica, fibrosa and ossifi- 
cans are appropriate. 

The various forms of myositis usually run a longer 
course than dermatomyositis. If the muscles of respira- 
tion or of swallowing are-affected the outcome may be 
fatal; otherwise these patients may live many years. 
ACTH and cortisone usually have little effect on the 
course of the disease. 

Fibrositis. This term is applied to a number of ail- 
ments of unknown cause which are characterized by 
muscle pain, tenderness and spasm, and which are 
frequently accompanied by palpable and acutely tender 
“fibrositic” nodules. The disorder may be temporarily 
disabling but is self-limited and not serious. The 
regions most commonly affected are the neck, produc- 
ing “stiff neck” or torticollis, the intercostal area 
(pleurodynia), the shoulder (brachalgia) or the back 
(lumbago). There may be associated periarticular 
changes (“periarticular fibrositis”’). 

The role of posture, occupation, filterable viruses, 
hypersensitivity and environmental factors is poorly 
understood. Therapy consists of local heat, diathermy, 
Massage. active and passive movement and _ local 
infiltration with procaine to relieve pain and spasm. 


GP April 1955 


Muscular Dystrophy. This disease is usually familial, 

though sporadic cases are not uncommon. It fre- 
quently begins during childhood but may begin during 
adult life. There are several varieties, but they are all 
characterized by progressive weakness and wasting of 
certain muscle groups, beginning with the muscles of 
the shoulder and pelvic girdles and then affecting the 
muscles of the upper arms and thighs. The wasting 
may or may not be preceded by pseudohypertrophy. 
In some forms of the disease, the gastrocnemei are 
unusually large. The extraocular and bulbar muscles 
are rarely affected, except for the facial muscles, which 
are occasionally involved. The knee jerks are often lost 
early. 

The disease is slowly progressive, ending fatally 
after 10 to 30 years when the muscles of respiration be- 
come involved. The heart is occasionally involved. The 
diagnosis may be made from the symmetrical and 
proximal distribution of the weakness, which results in 
characteristic posture, gait, difficulty getting out of a 
chair and winging of the scapulae, and from the slow, 
progressive course. It is confirmed by the characteris- 
tic microscopic picture of biopsied muscle. Manage- 
ment relies on physical therapy and supportive 
measures. 

Myotonic Dystrophy. This disease is characterized not 
only by muscular wasting and weakness, but also by 
the presence of myotonia, and the frequent association 
of frontal baldness, cataracts and evidence of testicular 
or ovarian atrophy. The muscular wasting is usually 
most marked in the facial muscles, sternomastoids, 
shoulder girdle and extremities. Ptosis may be present, 
and weakness of the pharyngeal muscles may result in 
a weak, nasal voice. 

The most characteristic feature of the disease is the 
myotonia, which is manifested by slowness of muscle 
relaxation after voluntary contraction or after per- 
cussion with a reflex hammer. The latter is best seen in 
the muscles of the thenar eminence and in the tongue. 

The myotonia may be improved to some extent by 
the administration of 0.6 Gm. of quinine sulfate every 
four to eight hours, but there is no treatment for the 
muscular weakness or wasting. 

Muscle Necrosis Associated with Myoglobulinuria. \n 
this rare disease, which has been called paroxysmal 
paralytic myoglobulinuria, there are usually recurring 
attacks of weakness and muscle tenderness followed by 
darkening of the urine due to the excretion of myo- 
globulin from degenerating muscle fibers. These 
episodes are usually transient, but occasionally the 
muscles of respiration may be affected, leading to 
respiratory paralysis. The myoglobulinuria usually 
does not cause renal damage, but when very marked 
may result in tubular damage and renal failure. 
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Due To DisorDERS OF THE ENDOCRINE GLANDS 


Weakness may occur when there is either hyper- or 
hypofunction of the thyroid, adrenal cortex, anterior 
pituitary or parathyroid glands. It may also occur in 
hypoglycemia due to any cause. 

Hyperthyroidism. About 70 per cent of patients with 
hyperthyroidism have some degree of muscular weak- 
ness. In some instances this is severe and may be as- 
sociated with muscular wasting and weight loss (Fig- 
ure 4). When marked weakness and wasting are pres- 
ent, the term thyrotoxic myopathy has been applied. 
The symmetrical wasting that characterizes this con- 
dition is most obvious in the shoulder and pelvic girdle 
musculature but usually also affects the extremities. 

The weakness may be so severe that the patient is 
bedridden and almost helpless. Muscular fasciculations 
are occasionally present. The tendon reflexes are usu- 
ally diminished, and may be absent. The characteristic 
manifestations of hyperthyroidism may be present, but 
not infrequently they are so mild that the cause of the 
weakness is not apparent and is erroneously attributed 
to progressive muscular atrophy or to some other 
cause. The appearance of some of these patients has 
led to the application of the term “apathetic hyperthy- 
roidism.”” The thyroid gland may be normal in size and 
consistency, or it may be enlarged. 

The diagnosis is established by careful determina- 
tion of the basal metabolic rate, which is usually 
elevated, or by finding a high value for the concentra- 
tion of protein-bound iodine in the serum or for the 
rate of uptake of radioiodine. 

Treatment of the hyperthyroidism by administra- 
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Figure 4. Hyperthyroidism and postoperative hypothyroidism. At 
the left, the patient at the age of 39, when he was in good health, 
at normal strength and weighed 155 pounds. 

In the center, at the age of 48, following the appearance of hyper- 
thyroidism, with marked muscular wasting and weakness, jitteri- 
ness, exophthalmos and decline in weight to 100 pounds. 

At the right, at the age of 49, ten months after thyroidectomy which 
had resulted in correction of the manifestations of hyperthyroidism, 
followed by the development of hypothyroidism, with lethargy, dry, 
thickened skin, increase in muscle bulk and tone, muscle cramps, 
easy fatigability and weight gain to 163 pounds. 


tion of propylthiouracil (with or without Lugol’s solu- 
tion) or by subtotal thyroidectomy results in rapid im- 
provement in strength and weight and correction of the 
muscular wasting. The response to treatment is so con- 
sistent that it may aid in the establishment of the cor- 
rect diagnosis in the rare patient in whom the usual in- 
dications of increased thyroid activity are equivocal. 

Occasionally hyperthyroidism may be associated 
with myasthenia gravis. This association may be identi- 
fied by the response of the myasthenic muscles to 
neostigmine, which has no effect upon muscular weak- 
ness due to hyperthyroidism alone. 

Weakness of the extraocular muscles may occur in 
hyperthyroidism, often without any pronounced weak- 
ness elsewhere. This occurs in a most severe form in 
exophthalmic ophthalmoplegia. This manifestation of 
hyperthyroidism is frequently unimproved by therapy 
and may even get worse after thyroidectomy. 

Hypothyroidism. Virtually all patients with hypo- 
thyroidism have some degree of weakness and fatigue. 
In contrast to patients with hyperthyroidism, however, 
there is no muscular wasting. The muscles are normal 
in bulk or occasionally have increased bulk and con- 
sistency (Figure 4). In addition to the weakness and 
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fatigue, there is usually some muscular stiffness and 
slowness of movement, and occasionally muscle 
cramps, pains and slowness of relaxation, which in 
rare instances may be so marked as to be suggestive of 
myotonia. Treatment of the hypothyroidism with 
desiccated thyroid results in relief of muscular symp- 
toms, but these may recur if treatment is stopped. 

Hypo- or Hyperfunction of the Adrenal Cortex or 
Anterior Pituitary. Weakness is a prominent manifesta- 
tion of hypoadrenalism (Addison’s disease) and hy- 
popituitarism (Simmond’s disease, Fréhlich’s disease) 
and may also occur in hyperfunction of the adrenal 
glands or of the pituitary gland (Cushing’s disease, 
acromegaly). 

Hypo- or Hyperparathyroidism. In hypoparathyroid- 
ism muscular weakness may occur in association with 
tetany and muscular rigidity due to diminution in the 
serum concentration of calcium. In hyperparathyroid- 
ism muscular weakness, flaccidity and even wasting 
may occur, in association with increase in serum 
calcium concentration, diminution in serum phos- 
phorus concentration and elevation in phosphatase 
activity. 


Dut To ALTERATION IN SERUM CONCENTRATION OF 
PoTASSIUM 


Abnormally low or high serum potassium may result 
in weakness which can progress to flaccid paralysis of 
the extremities, with loss of tendon reflexes. The mus- 
cles innervated by the cranial nerves are usually not 
affected, but the respiratory muscles may become weak, 
resulting in shallow, rapid respiration. When due to 
hypo- or hyperpotassium, these symptoms are almost 
invariably accompanied by characteristic electrocar- 
diographic changes. Chemical determination of the 
serum potassium level establishes the diagnosis. 

Hypopotassemia may occur following the treatment 
of diabetic acidosis with large amounts of insulin and 
glucose; in disorders of absorption such as infantile 
diarrhea and sprue; in some patients with chronic 
nephritis who lose abnormal amounts of potassium in 


the urine; and during attacks of family periodic paraly- 
sis. In these situations the administration of potassium 
by mouth or, in an emergency, intravenously, is fol- 
lowed by striking improvement in the symptoms due to 
hypopotassemia. Hyperpotassemia is frequently en- 
countered in advanced uremia and is difficult to correct 
even by the administration of insulin, glucose and 
sodium chloride. 


Summary 


The ways in which voluntary muscle may react to 
disease are limited. The usual manifestation of dis- 
ordered function of any part of the motor unit is weak- 
ness. Weakness is accompanied by muscular wasting in 
diseases of muscle or of the lower motor neurone. It is 
accompanied by stiffness in diseases of the upper motor 
neurone or extrapyramidal system, and in epidemic 
myalgia, myositis, fibrositis, tetany and tetanus. Weak- 
ness is associated with muscular fasciculations in 
progressive muscular atrophy, parathion or TEPP 
poisoning and occasionally in syringomyelia or hyper- 
thyroidism. It is of interest that weakness may result 
from either excessive or diminished function of the 
thyroid, adrenal cortex, anterior pituitary or para- 
thyroid glands, and from either excessive or diminished 
serum concentration of potassium. 

In attempting to establish the cause of localized or 
generalized weakness, it is frequently helpful to con- 
sider the path of the motor unit and the disorders that 
may affect each division of the motor unit. Particular 
attention must be paid to the possibility that the dis- 
order may be one that is amenable to specific manage- 
ment, such as brain or spinal cord tumor, prolapsed 
intervertebral disc, subacute combined degeneration, 
myasthenia gravis, parathion or TEPP poisoning, 
endocrine disorders or abnormality of the serum 
potassium concentration. 


An extensive bibliography accompanying this article is available 
upon request from the editorial office of GP. 


“Menopause” 


THE MENOPAUSE is a physiological necessity rather than a 
disease, but various misconceptions and superstitions have 
combined to cause a fanciful, rather than factual, attitude 
on the part of both patient and physician. Various physio- 
logical aud physical changes must be recognized, but other 
Psychosomatic manifestations are often misinterpreted 
merely hecause they occur in a 40-year-old woman. As long 
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as normal menses are occurring, one cannot attribute symp- 
toms to the menopause; indeed, the only valid criteria for 
treating the menopause are the vasomotor flushes, sweats, 
and flashes. Hormone therapy should be used only as a 
last resort, should always be oral, and should be given in 
the smallest doses over the shortest period of time adequate 
to control symptoms. Estrogens are preferred, but other 
types of hormones can be used, always remembering that 
careful investigation of any bleeding is mandatory. 
—Epmunp R. Novak, M.D., J.A.M.A., 156:575, 1954. 
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MANAGEMENT OF 
PROSTATIC CARCINOMA 


Prostatectomy 


Orchiectomy 


Adrenalectomy 


RATHER THAN REVIEW every detail of the diagnosis and 
treatment of prostatic cancer, we would prefer to pre- 
sent the specific questions that are raised in everyday 


practice and focus your thinking on the specific an- 
swers. 


Etiologic Considerations 


1, Retation TO BeniGN Prostatic HYPERTROPHY 


Benign prostatic hypertrophy arises from the peri- 
urethral glands (Figure 1), whereas carcinoma arises 
from the true prostate. — 

Although the French have long felt that carcinoma 
often originates in benign prostatic hypertrophy, ac- 
tually such an association is probably rather unusual. 
The principal contrary evidence comes from Labess 
who observed apparent cures in 71 per cent of cases of 
Occult carcinoma discovered inadvertently in benign 
hypertrophy removed at suprapubic prostatectomy. In 
addition, in sections of prostates removed by open 
Operation, the incidence of small carcinoma found in 
the hypertrophy was 9.2 per cent. Labess quartered the 
prostate in such a way that the site of origin could be 
identified, and concluded that the incidence is as great 
in the center as in the periphery. Robert Moore among 
others, however, believes that carcinoma is rarely iso- 
lated in benign prostatic hypertrophy. Of 52 cases in 
which he found localized areas of cancer, only two were 
limited to the benign prostatic hypertrophy. A typical 
case of carcinoma in the true prostate which has reached 
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the margin of benign prostatic hypertrophy is illus- 
trated in Figure 2. 


2. RELATION TO CHRONIC PROSTATITIS 


There is probably no relation between carcinoma of 
the prostate and chronic inflammatory changes. Rather 
carcinoma appears to be correlated, as Moore has 
found, with atrophy of the true prostate. This in turn 
is correlated with the decreased testosterone level of 
the male during advancing age. 


3. RELATION TO TESTOSTERONE ADMINISTRATION 


Although administration of androgen aggravates 
clinical carcinoma of the prostate, there is no evidence 
it can cause latent cancer to become active. (On the 
other hand, eunuchs or eunuchoids have not been 
shown to develop the disease.) As previously men- 
tioned most cases of carcinoma appear to be associated 
with atrophy of the true prostate. This, in turn, occurs 
with the decreased androgen formation of the aging 
male. 


4. THE SIGNIFICANCE OF OccULT CARCINOMA 


The significance of small areas of microscopic carci- 
noma frequently found at autopsy is becoming clarified. 
About 20 per cent of prostates removed at autopsy, in 
men over 50 years of age dying of all causes, contain 
small areas of carcinoma, yet only 6 per cent (Griswold) 
of men in this age group actually die of prostatic car- 
cinoma. We must conclude that, in most of these cases, 
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the disease is not malignant in the true sense, in that 
it does not spread and become evident clinically. 

We lack biologic or histochemical methods of de- 
termining whether or not these microscopically icenti- 
cal occult tumors actually are malignant, although 
clinical observation indicates that in most cases car- 
cinoma of the prostate originates in the posterior por- 
tion, presumably from one of these small areas. Actu- 
ally, the early lesions arise from all sections of the true 
prostate (Figure 3). However, the ones in the posterior 
lamella or growing into that area are palpable rectally 
and hence are more readily detected. 


Diagnostic Considerations 


5. Tue Suspicious NoDULE 


In general, the palpating finger tends to be oversus- 
picious. Whenever a hard nodule limited to the true 
prostate is detected, perineal biopsy should be done in 
preference to needle biopsy or a trial of estrogen. When 
the biopsy is positive, we are prepared to go ahead 
with radical excision if the general condition of the 
patient permits. 


6. CONDITIONS IN DIFFERENTIAL DIAGNOSIS 


The greatest source of error is chronic prostatitis, 
which, however, tends to resolve over a period of time 
and lacks the stony hardness and sharp edge typical of 
cancer. Stones can be differentiated by an anteropos- 
terior x-ray film of the pelvis (Figure 4) or, better, one 
made in Thom’s position. 

Tuberculosis is another source of confusion. Some 
of the perineal biopsy specimens in the University of 
California series were identified as carcinoma on frozen 
section, and yet on permanent section were shown to 
be chronic granulomas. 


7. METHODs oF Biopsy 


Papanicolaou smears of the urine or prostatic se- 
cretion have been disappointing in diagnosis of both 
early and late carcinoma.of the prostate because of the 
large number of false negatives. This technique plays 
a minor role in tissue diagnosis of this disease. 

Biopsy methods in prostatic cancer, in the order of 
their successful applicability, are the transurethral, 
perineal needle and open exposure techniques. 

A, Transurethral Biopsy. Transurethral resection for 
the sole purpose of obtaining tissue for examination is 
rarely indicated. However, when this procedure is wat- 
ranted for obstruction in advanced and extensive cat- 
cinoma of the prostate, the percentage of positive 
microscopic diagnoses is high. Occasionally, trans- 
urethral surgery for clinically benign disease will dis- 
close early occult carcinoma. 
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B. Perineal Needle Biopsy. Perineal needle biopsy is 
performed easily under local anesthesia with the Silver- 
man needle (Figure 5) and the tissue so obtained yields 
ahigh percentage of correct positive diagnoses. In late 
cases, when it is easier to hit the carcinoma with the 
needle, 80 to 90 per cent accuracy is observed. In 
early cases, it is more difficult to obtain a representative 
specimen ; yet Goodwin and his associates report 71 
per cent accuracy with this technique in a series of 
surgically confirmed early lesions. A negative report 
should be disregarded, except when the tissue removed 
by the needle gives another diagnosis such as granuloma 
or sarcoma which would fit the clinical findings. 

When a positive diagnosis has been established in an 
early case, one can proceed directly to radical prosta- 
tectomy without provision for frozen section. In ad- 
vanced disease, estrogen therapy or castration can be 
started at once following a positive tissue diagnosis. 

Adisadvantage of needle biopsy of any organ involved 
by malignant tumor is the possibility of implantation 
of cells along the needle track. One authentic case has 
occurred following needle biopsy of the prostate. How- 
ever, since implantation into surgical incisions is very 
infrequent following operations for prostatic cancer, 
even when the lesion is not completely removed, im- 
plantation as a complication of needle biopsy should 
be rare. 

C. Open Perineal Biopsy. Since 90 per cent of car- 
cinomas are found clinically in the posterior lamella, 


Figure 4. Roentgenogram showing prostatic calculi. 
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Figure 5. Perineal needle biopsy technique (after Goodwin) using 
Silverman needle. Sheath with obturator is inserted and guided 
to suspected area by the finger in the rectum. After withdrawal of 
the obturator, the cutting blade is pushed to its hilt. The sheath is 
then advanced about 1 cm. Sheath and blade are rotated and with- 
drawn together. The procedure is repeated to obtain at least three 
specimens. 


perineal exposure is ideally suited to biopsy of early 
stages of the disease. In late cases, perineal biopsy is 
satisfactory but ordinarily unnecessary because cancer 
tissue can be obtained more easily with the perineal 
needle or the resectoscope. 

Ideally, a suspicious nodule is exposed by way of a 
perineal prostatectomy incision, removed, and exam- 
ined at once by frozen section. If cancer is diagnosed, 
radical prostatectomy is performed. If not, the wound 
is closed. A variation arises in those patients who re- 
quire prostatectomy for urinary obstruction and who 
also present a suspicious nodule. In such cases a nega- 
tive report on biopsy is followed by the lesser procedure 
of enucleation of adenomata or a subtotal perineal 
prostatectomy. 

A great drawback to the above line of action is the 
frequent difficulty in making a definite diagnosis on 
frozen section, since false positives, false negatives and 
equivocal situations often develop. When there is no 
need to relieve prostatic obstruction, the wound may 
be closed when pathologic findings are equivocal or at 
variance with clinical observations. Within 48 hours, 
permanent sections will disclose the correct diagnosis, 
and a radical prostatectomy may then be performed 
with little added risk. However, the performance of an 
enucleation or subtotal prostatectomy as a result of a 
benign frozen section diagnosis will greatly increase 
the operative difficulty and mortality if permanent sec- 
tions subsequently show cancer. 
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8. DETECTION OF METASTASES 


The x-ray is most useful, since carcinoma of the 
prostate metastasizes principally to bone and charac- 
teristically produces destructive lesions of increased 
calcific density. Occasionally Paget’s disease, in which 
radiography shows increased density of the bone, is 
confused with prostatic cancer. In metastatic prostatic 
cancer, however, the pattern of trabeculation is lost, 
whereas in Paget’s disease it is retained. 

The bones most frequently involved are those of the 
pelvic girdle and lumbar spine. Next in frequency of 
involvement are the thoracic vertebrae and the ribs. 
Pulmonary, hepatic and lymph node metastases are 
relatively uncommon, except in conjunction with in- 
volvement of the pelvis and spine. Although metas- 
tases, when present, can frequently be seen on the 
KUB film, films of the pelvis and lumbar spine are pre- 
ferable in the routine detection of metastases. To these 
should be added appropriate views of any other pain- 
ful bones or joints. 

The serum acid phosphatase test is a sensitive supple- 
mentary indicator of bone metastases. Most criticisms 
of this test are directed at technical difficulties which 
result in corresponding laboratory errors. Through in- 
creased use it has become generally well standardized 
and accurate. True false positives have been reported 
when hemolysis has occurred, when the alkaline phos- 
phatase is extremely high or when the blood is drawn 
within a few hours after prostatic massage. 

Nesbit and Baum have reported the most complete 
figures of the practical significance of acid phosphatase 
in a series of 1,150 cases. When x-rays demonstrated 
metastases, the acid phosphatase was elevated in 65 
per cent of cases. When x-rays were negative for 
metastases, their presence was indicated by elevation 
of the serum acid phosphatase in 20 per cent. Use of 
this test therefore allows discovery of metastases in 20 
per cent of cases before the x-ray becomes positive. 

Serum alkaline phosphatase, though not specifically 
diagnostic with respect to bone metastases from pro- 
static cancer, is more often elevated in their presence 
than is acid phosphatase. In the above series, 86 per 
cent of the patients with positive x-rays and 27 per cent 
with negative x-rays had elevation of the serum alkaline 
phosphatase. Acid phosphatase is also of prognostic 
significance. In the Nesbit and Baum series, the 3-year 
survival of patients under anti-androgenic treatment 
was as follows: 


Negative x-ray and normal acid phosphatase 76% 3-year survival 
Negative x-ray and increased acid phosphatase 40% 3-year survival 
Positive x-ray and normal acid phosphatase 33% 3-year survival 
Positive x-ray and increased acid phosphatase 25% 3-year survival 
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Figure 6. Specimen of prostate, seminal vesicles and vasal ampullae 
removed by the radical operation. 


Of interest is the better prognosis in patients with 
metastases having a normal acid phosphatase, than in 
those having an elevated acid phosphatase. The nor- 
mal acid phosphatase reading is therefore not indica- 
tive of androgen independence of the metastases. 
However, a rising acid phosphatase during treatment 
is evidence of escape from endocrine control. 

Sternal and iliac bone aspiration has not been as 
effective as originally anticipated. Alyea found it diag- 
nostic in only one of 32 patients. In this patient rectal 
examination, acid phosphatase and x-ray all were neg- 
ative. This technique was helpful in another patient 
who had a doubtful rectal examination and negative 
phosphatase and x-ray. 


Therapeutic Considerations 


9. Rapicat PRosTaTECTOMY IN Earty Cases 


From our figures of 56.5 per cent five-year survival 
after radical prostatectomy, we feel that this procedure 
should be performed in all early cases where the pa 
tient’s condition indicates that he has at least a five- 
year life expectancy. Those who question this conclu- 
sion, for instance Nesbit and Baum, point to the 44 
per cent five-year survival following treatment with a 
combination of castration and estrogen. Barnes, 1n his 
recent report on a controlled series of early carcino 
mas treated by endocrine therapy alone, was able to 
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show that there is no difference in the five-year sur- 
vival. However, he concluded, and we agree with him, 
that when early carcinoma is found, radical prostatec- 
tomy (Figure 6) affords the only chance for real cure, 
and for that reason should be performed. 

Early carcinoma of the prostate limited to the pros- 
tate itself (Figure 7) is entirely asymptomatic, although 
the associated benign prostatic hypertrophy may cause 
urinary symptoms that prompt the patient to see his 
doctor. Usually, early lesions are found on routine 
physical examination. As might be expected, routine 
yearly examination of men over 45 would bring to light 
many cases of carcinoma of the prostate. This has been 
proved by the U.S. Army Medical Corps, where largely 
through the efforts of Colonel Kimbrough in insisting 
on routine rectal examinations, operability of cancer 
of the prostate has increased to 56 per cent. In private 
practice and at most teaching hospitals, operability is 
around 5 per cent. The other 95 per cent of cases are 
not being seen until in an advanced state. 

On palpation, very early cancer of the prostate is 
felt characteristically as a discrete, stony hard nodule 
within the prostate, yet situated posteriorly and close 
to the examining finger. Usually it has a sharp edge. A 
somewhat more advanced but still potentially curable 
lesion is felt as an area of induration involving relatively 
larger portions of the gland, even to the extent of a 
whole lobe, yet without extension into the regions of 
the seminal vesicles or membranous urethra, and with- 
out fixation of the surrounding tissues (Figure 7). 


9a. THE CANDIDATE FOR RaDICAL PROSTATECTOMY 


Metastases should be excluded by history, physical 
examination, x-rays, and acid and alkaline phosphatase 
readings. The patient’s general condition should be 
such as to give him a reasonable chance of living five 
years or more. The diagnosis of cancer must be con- 
firmed by biopsy, either beforehand or at the time of 


Operation. 


10. Occutr CARCINOMA 


In our own series, we were able to show a 67.8-month 
survival in patients who had radical prostatectomy after 
small carcinomas were found in the resected tissue, as 
opposed to a 36.8-month survival in patients who had 
transurethral resection alone. However, these figures 
have been questioned. Nesbit and Baum found that 
only two of 42 such cases died of prostatic carcinoma 
when estrogen therapy and castration were used with- 
out recourse to radical prostatectomy. Thompson re- 
Ported a five-year survival of 60.9 per cent in 24 cases 
of transurethral resection with Grade I (Broders) tu- 
mors of the prostate. 

In deciding whether or not to perform the radical 
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Figure 7. Extent of carcinoma in early (curable) and in late (in- 
curable) cases. Only the early cases in which the carcinoma is limited 
to the prostate itself are suitable for radical prostatectomy with ex- 
pectation of cure. 


operation in these cases, the considerations are similar 
to those in cases of early carcinoma discovered on rectal 
examination. There is an important difference, how- 
ever, whenever the evidence indicates that the cancer 
is small and that it originates within the benign adeno- 
ma. In these unusual cases of a localized lesion devel- 
oping within benign hypertrophy, the possibility of all 
the cancer being removed by enucleation is fairly good. 

We should note here that Goodwin, reporting on 23 
patients in whom radical prostatectomy was performed 
after diagnosis of occult carcinoma, found that technical 
difficulties in removing the prostate were much greater 
if open operation had been done than following trans- 
urethral resection or simple perineal biopsy. Even after 
the latter, operative difficulties are sufficiently increased 
after about the seventh day to warrant waiting until the 
sixth or eighth postoperative week before reoperating. 
During this period, the patient should be treated anti- 
androgenically. 


11. ANTI-ANDROGENIC TREATMENT OF Earty CASES 


When age or poor general condition of the patient 
with early cancer of the prostate makes radical removal 
inadvisable, we do not recommend castration or estro- 
gen treatment unless a positive tissue-section diagnosis 
has been made. An exception is the patient whose lesion 
advances during observation and becomes more typical 
clinically. If a positive needle biopsy cannot be ob- 
tained at this time, estrogen therapy is indicated. 

Since early castration may give a superior result in 
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late cases, we favor combining it with radical prosta- 
tectomy. The motive behind this is the desire to con- 
trol possible undetected metastases. Inasmuch as im- 
potency is almost universal after radical prostatosem- 
inal-vesiculectomy, the testicles serve no useful func- 
tion. In fact at times they unfortunately help to keep 
alive a desire for a function that no longer exists. 


12. Propuytactic ToTaL PROSTATECTOMY 


It has been suggested that in selected cases of ob- 
struction caused by benign prostatic hypertrophy, sub- 
total or radical prostatectomy, rather than an enu- 
cleative procedure, would prevent subsequent develop- 
ment of carcinoma of the prostate, and would cure 
some cases of occult carcinoma. Because of the uncer- 
tain significance of the carcinomas discovered on rou- 
tine autopsy, the value of such surgery is difficult to 
assess. Also, it is generally felt that radical prostatec- 
tomy is not warranted because of the somewhat in- 
creased mortality and morbidity. 


13. TREATMENT OF LATE Prostatic CANCER 


Despite all evidence indicating that prognosis is bet- 
ter with early diagnosis, clinical detection of cancer 
confined to the prostate gland remains relatively rare. 
Most cases of prostatic carcinoma are not seen until 
extension beyond the capsule or distant metastasis has 
occurred. In late carcinoma, clinical evidence supports 
the recent trend to apply intensive anti-androgenic 
therapy early in the course of the disease. From the 
first, some urologists felt that castration and estrogens 
should be used as soon as the diagnosis was made, 
while others felt that such therapy should be saved for 
those patients having pain or metastases. In the latter 
course of therapy, it was logical to follow many patients 
without a definite pathologic diagnosis. However, now, 
in order to apply the best anti-androgen therapy im- 
mediately on diagnosis of the disease, early biopsy is 
frequently indicated. 

The figures of Nesbit and Baum favoring early treat- 
ment with both castration and estrogens are significant : 


Without Metastasis: 299% 5-year survival with stilbestrol, 
31% 5-year survival with castration, 
44% 5-year survival with both; 

With Metastasis: 10% 5-year survival with stilbestrol, 
22% 5-year survival with castration, 
20% 5-year survival with both; 
(30% showed no response) 
(36% had remission with relapse either with 
castration or estrogen, the remission lasting 
9.6 months on the average.) 
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Flocks is willing to concede that stilbestrol plus or- 
chiectomy is better than either alone, but he fee!s that 
delaying stilbestrol has statistical advantages over its 
immediate use. However, his figures comparing im- 
mediate versus delayed stilbestrol treatment might be 
questioned on the grounds that treatment could have 
been deferred in some cases because of less rapidly 
growing tumors. 

As for treatment of major obstruction, Mullenix and 
Prentiss have reported that 16 of 20 patients with com- 
plete or almost complete obstruction were able to void 
with less than 50 cc. residual after 30 days’ treatment 
with retention catheter and stilbestrol. The other four 
patients required transurethral resection. These au- 
thors comment that if much benign prostatic hyper- 
trophy is present, resection would be necessary merely 
for the underlying obstruction. In a series of 75 cases, 
they found that 8 per cent eventually needed operation. 

Stilbestrol is still generally preferred for estrogenic 
therapy in cancer of the prostate because of its effec- 
tiveness and cheapness. There is no evidence that 
other synthetic or natural estrogens have an action 
superior to stilbestrol in this disease. The dosage of 
1 mg. to 5 mg. of stilbestrol a day is in general use. 
The best way to determine the dosage is to study its 
clinical effect and adjust it according to the patient's 
response. In the average case, very large doses of estro- 
gen are apparently not superior to the amount that is 
sufficient to reverse the normal positive androgen-es- 
trogen balance in the human male. The undesirable 
side effects of large doses are obvious. 


14. CorTISONE AND ADRENALECTOMY 


Relapse eventually occurs in patients controlled by 
castration and estrogen. Although the exact place of 
cortisone therapy or adrenalectomy has yet to be es- 
tablished, they appear to offer definite benefit in the 
treatment of relapse. In our experience, six out of ten 
patients were significantly improved for an average 
period of 82 days by cortisone alone. It appears that 
adrenalectomy may be somewhat more effective than 
cortisone, even though a more heroic procedure. At 
the present time we feel that cortisone is indicated in 
late relapse, and that when cortisone is no longer suc- 
cessful, then adrenalectomy can be done with the pos- 
sible result of gaining a little further time and comfort 
for the patient. 

Proper use of cortisone aims at “medical adrenalec- 
tomy.” Treatment is begun with 50 mg. orally a day 
and may be increased to 100 mg. later. The dosage 
should be divided and given at intervals of four to six 
hours for the best effect. 

The practical application of hypophysectomy ™ 
carcinoma of the prostate is questionable. The two 


GP Volume XI, Number 4 


cases 
vincl 

for 
local 
acd 
activ 
ther: 
impc 
thro 
radia 
16. | 
rece: 
viou: 
pear 
othe 
anti- 
isted 
catio 
behit 
perf 
local 
wher 
sensi 
supe 
than 
that 
relay 
T 
vic 
these 
whil 
a not | 
good 
wher 
troul 
seem 
Othe 
infor 
carci 
cour: 
avoic 

GP 


cases reported by Scott are not particularly con- 
vincing. 


15. OrHeR MeTHODs OF TREATMENT 


X-ray therapy has limited usefulness and is of value 
for the most part only in the control of pain from the 
local lesion, or from well-localized metastatic areas. 
At the present time the use of radioactive gold or radio- 
active chromic phosphate has shown no particular 
therapeutic advantage over x-ray therapy since it is 
impossible safely to distribute these agents completely 
throughout the prostate. They also create a serious 
radiation hazard to neighboring organs. 


16. RapicaL SuRGERY IN LATE Cases 


Often hormonal therapy causes the local growth to 
recede greatly, so that a tumor that originally had ob- 
viously spread beyond the bounds of operability ap- 
pears to become confined to the prostate, movable, and 
otherwise operable. In these cases, there is a strong 
temptation to perform radical prostatectomy. Although 
operative difficulties are decreased by preoperative 
anti-androgenic measures, cancer that originally ex- 
isted beyond the capsule will remain in the same lo- 
cation at operation, and hence tumor cells will be left 
behind. The reported series of radical prostatectomies 
performed after shrinkage of advanced and extensive 
local growths give attractive survival statistics; but 
when one considers that they are made up of estrogen- 
sensitive cancers, it is obviously fairer to attribute any 
superiority of survival to estrogen-sensitivity rather 
than to the operation. It is possible, but not proved, 
that operation in these cases is palliative in that lower 
urinary tract obstruction is avoided when eventual 
telapse takes place. 

There are a few reports of cystectomy and even pel- 
vic exenteration for cancer of the prostate. Possibly 
palliation has been obtained in some isolated cases by 
these means. However to make such procedures worth 
while, the patient must have an intolerable local lesion 
not benefited by the usual treatment, and still be in 
good general condition. In cancer of the prostate 
where metastases to bone are the most frequent and 


troublesome, operations on the regional lymph nodes 
seem futile. 


Other Problems 


17. APPROACHES 


Most urologists believe that the patient should be 
informe:! of his diagnosis with great caution, since 
carcinonia of the prostate is so unpredictable in its 
course iid often slow growing. The word “cancer” is 
avoide| in preference to tumor. However, before 


GP Apri 1955 


orchiectomy or radical surgery can be done, the pa- 
tient must be given some idea as to the nature of the 
treatment. 

How to handle the matter of prognosis with the pa- 
t?ent is an individual problem in each case. When the 
patient asks frankly what is wrong and what his chances 
are, we feel that he is entitled to an honest answer. 
Treatment of prostatic cancer is usually prolonged and 
so requires good cooperation by the patient. Fortunate- 
ly, the outlook for a few years of useful life is sufficient- 
ly good in the average case that it is possible to be both 
truthful and reasonably optimistic. 

The need for accuracy in prognosis is greater the 
younger the patient, and the greater his responsibili- 
ties. These patients are usually anxious to know, and 
although naturally disturbed by the diagnosis, they 
adjust to it and sensibly make what plans they feel 
necessary. Older patients are more apt to react casu- 
ally to a diagnosis of cancer or to be incurious about 
asking for information. 

Often the family will insist that the patient be kept in 
the dark about the diagnosis. Except in the aged and 
the incurious, this plan of action is not likely to work 
well, and actually infringes upon the patient’s rights 
if he asks for specific information. Attempting to keep 
the usual patient uninformed is likely to cause consid- 
erable worry and dissatisfaction because the symptoms 
resulting from the disease or its treatment will con- 
tinue. Cooperation is then more difficult to secure, 
and the patient may even seek medical advice else- 
where. A doctor new to the case may have difficulty 
making a correct diagnosis. We know of one instance 
where an uninformed patient under treatment for can- 
cer of the prostate consulted another physician be- 
cause of impotence. Testosterone injections were giv- 
en, with catastrophic results. 


18. THe ProsLeM oF SEXUAL FUNCTION 


Patients with prostatic cancer seldom object greatly 
to loss of their potency if they realize that successful 
treatment, whether by radical prostatectomy or anti- 
androgenic measures, entails loss of erection. The sex- 
ual disturbance differs somewhat depending upon 
what is done. 

Large doses of estrogen destroy both potency and 
libido, and also control climacteric symptoms whick in 
some instances follow castration. Bilateral orchiectomy 
in patients with cancer of the prostate usually destroys 
potency, but some castrated patients continue to have 
intercourse for months or years afterward. We have 
observed such activity even when an ordinary dosage 
of estrogen was taken and effective control of the ma- 
lignancy was obtained. Such cases are rare. 

Radical prostatectomy destroys the power of erec- 
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Skin 


incisions 


\ tunica 
Tunica albuginea 
vaginalis B 


Figure 8. Technique of subcapsular orchiectomy. a. Scrotal skin in- 
cisions (may be made shorter than shown). b. Longitudinal incision 
in tunica albuginea. 


permatic cord 
Testicular 


Figure 9. a. Testicular tissue wiped from wall of tunica albuginea 
with gauze. b. Vessels ligated. Other bleeding points controlled with 
coagulating current. ¢. Closure of tunica albuginea with running 
caigut suture; and closure of scrotum with fine catgut. 


tion mechanically, probably by interference with the 
parasympathetic nerve supply to the penis. Libido 
may be sufficiently troublesome to require treaiment, 
As stated above, we prefer early orchiectomy at the 
time of the radical operation. 


19. ORcCHIECTOMY 


In most patients, the prospect of lost potency in the 
course of a hopeful line of treatment of their prostatic 
cancer is not a difficult objection to overcome. The 
idea of losing the testicles is usually more disturbing 
than thoughts of unpleasant consequences. A succes- 
ful technique of subcapsular orchiectomy (Figures 8 
and 9) has been a blessing in that it leaves the epididy- 
mis and tunica vaginalis as a prosthesis. It is also pos- 
sible to soften the psychic blow preoperatively by tell- 
ing the patient that it will not be necessary to remove 
the testicles in their entirety, but only the glandular 
portion which has to do with the growth of the prostat- 
ic cancer. 

The operation takes a little longer than ordinary 
testicular amputation, but actually is easier to perform 
under local anesthesia. In operating upon the testicle 
under local anesthesia, a nerve block is effected by in- 
jection of the cord in the upper part of the scrotum 
prior to infiltrating the line of incision. 

From a medicolegal point of view, rectal palpation 
is accurate in 97 per cent of cases and perhaps, in 
good hands, is adequate for diagnosis and radical 
treatment, that is, for castration or radical prostatec- 
tomy. Diagnostic accuracy is enhanced by positive x- 
ray findings or elevation of serum acid phosphatase. 
Positive tissue diagnosis by biopsy is the soundest basis 
for orchiectomy. 


Summary 


Cancer of the prostate is common but is usually not 
seen until it has spread locally to such an extent that 
surgical removal is impossible. Radical prostatectomy 
is indicated in early cases. However the number of 
early, operative cases can only be increased by doing 
more routine rectal examinations in men past 50. 

The etiology of prostatic carcinoma is. unknown. 
Although occult, unsuspected cancer is frequently 
found on study of routine autopsy specimens, proof 
is lacking that these small lesions will necessarily be- 
come clinical cancer of the prostate. 

As a sexual organ, the prostate is under endocrine 
control requiring a favorable androgen-estrogen ratl0 
for its growth and maintenance. The great majority of 
prostatic cancers similarly are under control by the 
sex hormone and are inhibited by deprivation of an- 
drogen. Although administration of androgen stimu- 
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lates clinical carcinoma of the prostate, there is no 
evidence that it causes prostatic cancer to appear. 

Effective anti-androgenic control can be achieved 
either by bilateral orchiectomy or by continuous ad- 
ministration of estrogen, but the best results seem to 
be produced by application of both measures. It is 
probably better to start such treatment early rather 
than to wait for symptoms or evident metastases. 

Perineal needle biopsy of late cancer of the prostate 
is valuable to prove the diagnosis before treatment. 


Most patients with inoperable cancer of the prostate 
will receive effective palliation and control of their 
lesions for long periods by continuous treatment of 
their condition as a chronic although incurable dis- 
ease. In cases of relapse, effective but usually brief 
palliation can be achieved by either “medical adrenal- 
ectomy”’ with cortisone, or perhaps, surgical adrenal- 
ectomy. 

A bibliography accompanying this article is available upon re- 
quest from the Editorial Office of GP. 


HERE'S A HELPFUL HINT... 


A Homemade Whirlpool Bath 


RECENTLY FACED with the need for a whirlpool bath for one 
of my own children, I found commercial models too ex- 
pensive, the cheapest portable unit being $265.00. I found 
the most satisfactory substitute to be an ordinary basement 
sump pump, procurable through any plumbing supply 
dealer. I obtained mine from one of the big mail-order 
houses at a cost of $42.50. 

Dr. Frederick J. Kottke, Chief of Physical Therapy at the 
University of Minnesota Medical School, has approved the 
pump. It is shock proof and carries an Underwriter’s 
Laboratory Seal. 

We have ‘now had the pump in use for two months—one- 
half hour twice a day—and it is entirely satisfactory. We 


have maintained the temperature of the bath at 105° and 
find that hot water must be run in about every ten minutes, 
when the temperature drops below 104°. We check the 
water temperature with an ordinary clinical thermometer. 

The pump weighs about 50 pounds and overall height is 
37 inches. It has rubber feet and does not mar the tub. We 
start the pump by merely plugging it in the outlet, having 
removed an automatic arrangement. The pump stands 
against the wall beside the tub and takes up little room. 

I have rigged a sash cord from the pump to the shower 
handle which prevents it from falling over into the water 
while in operation. This safeguard is very important.— 
James A. Biake, M.D., Hopkins, Minnesota. 


Figure 1 (left). The Whirlpool bath in use. The photographer who 
made this picture removed an important safeguard—« piece of sash 
cord from pump to shower handle, intended to keep the pump from 
toppling over. Figure 2 (right). Diagram showing mechanism of 
pump for whirlpool effect. 
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Mitral Commissurotomy 


Exuts and his associates of the Mayo Clinic report on 
131 patients with mitral stenosis who have undergone 
mitral commissurotomy. There was a mortality of 8.4 
per cent, while 87.2 per cent of those who survived op- 
eration had an excellent result or were significantly 
improved. When the mitral valve was pliable, the oper- 
ation was eminently successful while 43 per cent of 
those with scarred, immobile, often calcified valves ei- 
ther died subsequent fo operation or were unimproved. 

Even after successful mitral commissurotomy, a basic 
abnormality exists, namely, a scarred valve that still has 
an orifice considerably smaller than normal. This orifice 
is wide enough, however, to permit most patients to 
lead an active life without difficulty. (Arch. Int. Med., 
94:774, 1954.) 


Prophylaxis of Streptococcal Infections 


DvRING AN EPIDEMIC of Group A streptococcal infec- 
tion among military personnel, Seal and co-workers 
tested the prophylactic influence of penicillin orally 
in doses of 250,000 units twice daily. This amount 
was given for two weeks to 2,000 men. Admissions for 
streptococcal infections ceased abruptly, the prevalence 
of the streptococcal carrier state was greatly reduced, 
and rheumatic fever admissions soon dropped away to 
zero. 

Hypersensitivity reactions to penicillin were ob- 
served in less than 1 per cent of people receiving 
prophylaxis. This risk was thought to be negligible in 
view of the advantages to be expected from prophy- 
laxis. (J. Lab. e Clin. Med., 44:831, 1954.) 


Gastrectomy with or Without Vagotomy 


THE RESULTS of partial gastrectomy, with or without 
bilateral vagus nerve resection, has been studied by 
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Tips from Other Journals 


Palumbo and his associates in a group of 231 patients. 
Following partial gastrectomy alone, marginal or 
stomal ulcer occurred in 1.3 per cent of cases, whereas 
none developed in the gastrectomy-vagectomy series. 
There was persistent achlorhydria in all the latter 
group of cases. 

However, the addition of vagectomy produced dis- 
turbances in stomach and bowel functions. By motor 
meal studies, it was demonstrated that the emptying 
time of the gastric remnant was delayed in 10 per cent 
of cases, and movement to the small bowel was de- 
layed in 40 per cent. Many of these patients com- 
plained of symptoms, including distention, gastric 
fullness, diarrhea and constipation. These symptoms 
reduced the good results in the gastrectomy-vagec- 
tomy group to 80 per cent, as compared to 89 per cent 
in those treated by partial gastrectomy alone. There 
was no change in the character or frequency of the 
dumping syndrome. 

As a result of the survey, the authors stated that the 
over-all results were more satisfactory in a greater per- 
centage of cases treated by partial gastrectomy alone. 
Because of this, their policy is to reserve the combined 
procedure for patients exhibiting instability of their 
automatic nervous system, and for those in whom a 
high increase in free acid occurs following Hollander’s 
insulin test. (Am. Surgeon, 36: 1043, 1954.) 


Chronic Urticaria 


THE DISHEARTENING MAGNITUDE of the problem of 
urticaria is emphasized by Sheldon and co-workers at 
Ann Arbor, when they give an incidence range of 
16 to 24 per cent in presumably normal populations, 
and etiologic factors which include heat, light and 
the accumulation of lactic acid after exercise! Although 
results are discouraging, the authors think that most 
patients vexed by chronic, recurrent urticaria, deserve 
an etiologic evaluation. 
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The approach is Oslerian: a history and physical 
examination. The examiner needs be a good listener, 
but he should direct questions so as to emphasize the 
factors known to cause urticaria (or angioneurotic 
edema). These are: drugs, foods, infections and 
psychic factors. They are best considered in that 
order. 

It is wisely emphasized that skin testing is not 
always indicated, and in instances may be dangerous. 
Menu manipulation is by and large disappointing. 
This refreshing observation is at odds with conven- 
tional pedagogy. 

Withdrawal is the best treatment, but is obviously 
not always possible. Hyposensitization is useful only 
in carefully selected patients. Good long-range results 
depend on an etiologic diagnosis. Symptomatic treat- 
ment is simple when intelligently carried out—and 
potentially dangerous when used without thoughtful- 
ness. (J. Allergy, 25: 525, 1954.). 


Factors Influencing Maturation 


IN THE OPINION of Thelander, three areas are involved 
in maturation—physical, emotional and intellectual 
(see diagram at right). Ina sense, these areasare interde- 
pendent, so that it is not surprising that unbalanced 
maturation during childhood is likely to produce an 
“eccentric” adult. (California Med., 81:314, 1854.) 


Permanence of Tetanus Immunization 


StarrorD and his coworkers have studied the duration 
and effectiveness of antitetanus immunization by as- 
saying the serum levels of antitoxin at various times 
after the administration of tetanus toxoid and anti- 
toxin. In persons who had received toxoid more than 
five years previously, all showed a measurable level of 
antitoxin and 75 per cent had a serum level of 0.05 unit 
per cc. or higher. In those who had received toxoid less 
than five years previously, 93 per cent had levels of 
0.05 unit per cc. or higher. In all persons who had 
received active immunization, a booster dose of 0.5 cc. 
of tetanus toxoid resulted in a rapid rise in the anti- 
toxin level within seven days, reaching a level of 10 
units per cc. within 14 days. 
Persons who received passive immunization by the 
injection of 1,500 units of tetanus antitoxin showed 
levels of 0.1 unit per cc. at 24 hours, rising to 0.25 
units at four days. After seven days the level had fallen 
to0.1 unit per cc. again. The antitoxin was eliminated 
rapidly, especially in individuals who exhibited sensi- 
tivity phenomena. 

All cases of known clinical tetanus in Baltimore, from 
1928 to 1953, were studied. Of 142 who received no 
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prophylactic antitoxin, there were 71 deaths, and of 25 
who received prophylactic antitoxin, there were 13 
deaths. Thus, there was no improvement in the mor- 
tality rate in those who received prophylactic injec- 
tions of antitoxin. 

The authors concluded that actively immunized in- 
dividuals have measurable levels of serum tetanus 
antitoxin up to 11 years after their immunization and 
during this period retain the ability to produce high 
levels of antitoxin rapidly in response to a booster dose 
of toxoid. They questioned the value of the prophy- 
lactic injection of tetanus antitoxin and suggested 
further study of this matter. They recommended in 
civilian practice that a stimulating dose of tetanus 
toxoid alone be administered in the treatment of in- 
juries sustained by persons known to have been in the 
armed forces during or since World War II, and that 
the same practice be employed in children or adults 
when:a reliable history of previous active immuniza- 
tion can be elicited. (Ann. Surg., 140:563, 1954.) 


Adrenalectomy in Mammary Cancer 


Huceuns and Dao have reported the results of adre- 
nalectomy in 100 patients with far-advanced mammary 
cancer. In some instances, odphorectomy had been 
performed previously, in others not. The patients 
presented evidence of metastases in soft tissues, pleura, 
peritoneum, liver and bone. Remissions of varying 
duration occurred in 38 cases. In some instances, pro- 
found regression lasted for as long as 36 months. 

The authors found the best response in patients 
between the ages of 40 and 65; in those with a 
prolonged interval between radical mastectomy and 
the onset of metastasis; in those with a specific histo- 
logic type of tumor and with a high titer of estrogenic 
substances in the urine. They found the best response 
to adrenalectomy in cases of a particular type of adeno- 
carcinoma, characterized by spheroids of microscopic 
dimensions whose malignant acini were lined with a 
single layer of cells. These patients excreted milk when 
challenged with luteotrophin. In some instances, how- 
ever, the regression following adrenalectomy was 
neither extensive nor prolonged. Sometimes, also, pa- 
tients with less differentiated tumors had a remission of 
considerable magnitude. Still, the authors felt that 
consideration of the histologic type of the tumor was 
helpful in selection of patients for adrenalectomy. 
(Ann. Surg., 140:497, 1954.) 


Treatment of Scrotal Hematoma 


HeEmatTomas of the scrotum are common as a result of 
trauma or operation. Axler has described a method for 
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their treatment using hyaluronidase, which he has 
found effective. The looseness of the structures of the 
scrotum and its position predispose it to the accumu- 
lation of blood. The clotting of this blood forms a tu- 
mor-like swelling that is reabsorbed very slowly, may 
become infected and may cause the patient consider- 
able discomfort for many weeks. 

The prevention of hematoma formation by the use of 
a tight scrotal suspensory after operations is sometimes 
successful and also relieves postoperative pain. Should 
the accumulation of the hematoma be too rapid, how- 
ever, this will not be effective. Rapid accumulation of 
blood is especially common following trauma. 

Treatment should be started within 72 hours after 
onset of the swelling. The scrotum and suprapubic re- 
gion and inner thighs are shaved. The scrotum over the 
swelling is cleansed and, through a wheal raised in the 
skin with 1 per cent procaine, a 15-gauge needle is 
introduced into the hematoma to aspirate as much of 
it as possible. A mixture containing 300,000 units of 
aqueous penicillin, 300 TR units of hyaluronidase and 
5 cc. of 1 per cent procaine in normal saline (making 
a total of 30 to 50 cc. of solution) is then employed. 
The amount to be injected depends upon the size of 
the hematoma to be treated. A total injection amount 
of 30 cc. was employed in one patient reported by the 
authors. 

A tight adhesive suspensory was applied after the 
injection in each case and, in three patients, the sper- 
matic cord was infiltrated with 5 to 10 cc. of 1 per cent 
procaine before strapping. Rapid absorption of the ex- 
travasated blood, with remarkable alleviation of pain, 
was reported in seven patients in whom the method 
was used. (J. Urol., 72: 889, 1954.) 


Knee Disarticulation 


Batcu and his associates have made a plea for the use 
of disarticulation instead of low thigh amputation 
whenever possible. The indications for this procedure 
are the same as those for weight-bearing stumps in the 
thigh. They include congenital anomalies, malignant 
neoplasms, severe trauma, infections of the bones or 
soft tissues of the leg, septic arthritis of the knee and 
gangrene of the foot or leg (providing adequate, viable 
skin is available for the stump closure). 

A long, broad anterior skin flap is made extending 
one diameter of the knee below the lower pole of the 
patella. A shorter posterior flap is constructed. The 
deep fascia is closed leaving the patella in place to aid 
in weight bearing. 

Advantages of this procedure are preservation of 
better blood supply to the flaps, avoidance of all major 
blood vessels except the popliteal vessels and avoid- 
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ance of transection of any large muscle masses. A firm 
insensitive stump results and there is little muscle 
atrophy. The slight bulbous enlargement of the stump 
aids in control of the prosthesis. The authors stated 
that without any prosthesis the patient can kneel at 
work or at play, bearing weight on the stump. (J. Bone 
& Joint Surg., 36A: 921, 1954.) 


Isoniazid in Multiple Sclerosis 


THIRTY PATIENTS with multiple sclerosis were given 
isoniazid by Kurtzke and Berlin. These 30 patients 
were compared with 175 patients who had been simi- 
larly treated except for the administration of the 
isoniazid. The two groups were comparable at the 
time of admission in age, age of onset and duration of 
illness. The results can be tabulated as follows: 


Improved % Unchanged Worse % 


Carcinoma of Stomach 


HOERR PROPOSES a new method of classification of car- 
cinoma of the stomach, based on two features of the 
disease—metastases and the gross appearance of the 
disease. For each feature, the author recognizes three 
stages, as shown in the following table. 


Stage Feature of Disease 


No metastases 


Regional metastases 
(usually resectable) 
Distant metastases 


Superficial cancer 


All gastric layers 
involved 
Extragastric invasion 


Isoniazid Group 90 3 
Control Group 33 50 17 


The authors concluded that the administration of 
isoniazid seemed to exert a favorable influence on 
those manifestations of multiple sclerosis that had been 
present for less than two years when the isoniazid 
therapy was begun. (Am. Rev. Tuberc., 70:577, 1954.) 


— 


STAGE B 


Figure 1 (eft half of above diagram). Correlation between stage 
metastases and prognosis— 100 patients with gastric carcinoma, 
1 0 4 years follow-up. 
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Thus, a tumor classified as A-I would be a superficial 
cancer without metastases. This implies a favorable 
prognosis. 

To test the usefulness of this classification, Hoerr 
analyzed 100 consecutive cases. The results are shown 
in Figures 1 and 2 (below), reproduced from the original 
article. (Surg., Gynec. ¢ Obst., 99:281, 1954.) 


ALL LIVING 


Figure 2 (right half of above diagram). Correlation between degree 
of invasion of primary tumor and prognosis—1 to 4 years fol- 
low-up (excluding 34 patients with distant metastases). 
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Periarteritis Nodosa 


Tue cureF pathologic change of periarteritis nodosa is 
“necrotizing angiitis.”” In discussing the clinicopatho- 
logic relationships of diseases that are identified with 
this lesion, Blankenhorn and Knowles submit the fol- 
lowing classification: 


Diseases Causing Necrotizing Angiitis 


1, Periarteritis nodosa 
a. “Primary” periarteritis nodosa 
b. “Secondary” periarteritis nodosa (related to terminal 
phase of renal disease with hypertension) 
. Hypersensitivity angiitis 
. Rheumatic arteritis 
. Temporal arteritis 
. Allergic granulomatous angiitis 


The authors are concerned principally with the dif- 
ferences between primary periarteritis nodosa and hy- 
persensitivity angiitis. The differences and similarities 
can be tabulated as follows: 


Hypersensitivity 
Angiitis 


Fulminant course, 
often following 
exposure to some 
antigenic substance 


Common 
Peripheral Neuritis Rare 
Skin Rash Common 
Hematuria Common 
Clinical Uremia Common 
Eosinophilia Rare 


Although the differentiation of these two conditions 
may seem academic, the authors imply that it has basic 
practical significance for prognosis and treatment. In 
particular they note that hypersensitivity angiitis, if 
recognized early as a sensitivity reaction, might be re- 
markably improved. (Ann. Int. Med., 41:887, 1954.) 


Enterococcal Bacterial Endocarditis 


THE COMBINATION of penicillin and streptomycin is an 
effective treatment for most cases of bacterial endo- 
carditis due to enterococcus (Streptococcus faecalis, 
group D streptococcus). Waisbren presents a case of 
enterococcal endocarditis which was treated success- 
fully with the combination of erythromycin, chlortetra- 
cycline and streptomycin. This combination was found, 
in vivo and in vitro, to exhibit bacteriostatic potentia- 
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tion and a bactericidal additive effect agains: the 
causative enterococcus. This combination of anti- 
biotics was more bacteriostatic than penicillin and 
streptomycin in five other strains of enterococcus, 
Tt was also more bactericidal than penicillin and 
streptomycin against three of these five strains. The 
author suggests that when a case of bacterial endo- 
carditis due to enterococcus does not respond to 
penicillin and streptomycin, the combination of 
erythromycin and chlortetracycline or of erythromy- 
cin, chlortetracycline and streptomycin should be used. 
(Arch. Int. Med., 94: 846, 1954.) 


Histoplasma and Coccidioides in “Tuberculomas” 


DiscrETE, encapsulated, solitary pulmonary granu- 
lomas have long been thought to be due to infection 
by the tubercle bacillus and in fact are commonly 
labeled “tuberculoma” by clinician, radiologist and 
pathologist alike. In an effort to ascertain the relative 
frequency with which acid-fast bacilli, coccidioides 
and histoplasma may be demonstrated in these lesions, 
Zimmerman undertook a pilot study of 35 cases. In 
each of the cases selected for this study, the contrib- 
uting pathologist had made a diagnosis of tuber- 
culosis or probable tuberculosis. Sections of all lesions 
were stained for acid-fast bacilli and for fungi. In 
many instances cultural studies of the granulomas 
had been undertaken by the contributing pathologists, 
but the results were uniformly negative. 

Acid-fast bacilli were found in six cases, histo- 
plasma in 19 and coccidioides in three. In the re- 
maining seven cases no organisms were demonstrated, 
but further studies are in progress on this group. These 
quantitative data support the impression that histo- 
plasma is the most frequent cause of the granuloma 
commonly labeled “tuberculoma of the lung.” (Arch. 
Int. Med., 94: 690, 1954.) 


Intravenous Cholangiography 


GLENN and his coworkers reported their results follow- 
ing the use of Cholografin, an intravenous gallbladder 
dye, in 80 patients. These observations indicated that 
the dye is an effective contrast agent and that intrave- 
nous cholangiography is a relatively safe and accurate 
method of examining the bile ducts. It is ineffective in 
the presence of jaundice or severe liver damage. It was 
found to be of great value in patients having the post- 
cholecystectomy syndrome in whom it demonstrated 
the common duct, any common duct stones present 
and any residual cystic duct stump. It clearly de- 
lineated the extrahepatic ducts of more than 75 per 
cent of the patients who had had cholecystectomy and 
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of over 90 per cent of those free from jaundice or liver 
damage. It was also recommended occasionally as a 
preoperative cholangiogram to determine the presence 
or absence of common duct stones, for use when oral 
cholecystography fails or is not feasible, in small 
children in whom the oral method is not feasible, in 
emergencies when the oral dye cannot be used and to 
determine the presence of tumors of the common 
duct or metastatic tumors from the stomach or pan- 
creas, in the ducts or in the regional lymph nodes. 

No serious reactions were encountered, although two 
patients had fairly severe vomiting, dyspnea and epi- 
gastric pain that lasted for approximately 30 minutes. 
Milder reactions, including some flushing and nausea, 
were reported in 31 patients. All patients were tested 
for sensitivity to iodine compounds before the drug 
was employed. (Ann. Surg., 140:600, 1954.) 


Detection of Cardiac Disease 


Barr and coworkers reported on the value of routine 
photofluorograms in detecting cardiovascular disorders 
inambulatory patients admitted to a general hospital in 
New Haven, Connecticut. Some of the results of the 
study are shown in the diagram at the right. 

Essentially, the yield of previously undetected car- 
diovascular disease was about one in 30 admissions. 
This is a higher figure than might be expected from 
mass surveys of the population. The authors explained 
that fact on the basis of two points mainly: (1) the 
higher average age of the hospital patients ; (2) a signifi- 
cant number of patients were admitted because of car- 
diovascular disease. (New England J. Med., 251 :934, 
1954.) 


Inflammatory Ureteral Obstruction 


CuisHoim and his coworkers have reported a case of 
bilateral ureteral obstruction due to retroperitoneal 
inflammation. This condition, which has been noted 
occasionally by previous authors, caused almost com- 
plete obstruction of both ureters. 

A 36-year-old male was hospitalized because his legs 
and genitalia had been swollen for one week. He had 
also had some vomiting and had passed two to three 
loose, watery stools a day. Physical examination was 
not remarkable except for a blood pressure of 160/95 
and two-plus edema of the ankles and scrotum. The 
non-protein nitrogen was found to be 100 mg. and the 
plasma creatinine 6.5 mg. per 100 cc. Admitted with a 
diagnosis of glomerulonephritis, cystoscopic examina- 
ton was performed. The right ureteral orifice was 
cathetcrized and severe hydronephrosis of the right 
kidney shown by retrograde pyelogram. The left ure- 


GP Apri) 1955 


Results of Obtaining 


Routine Photofivorograms 


in Patients Admitted to 
a Genera! Hospital 


RESULTS: 


ea 709 Cases Suspected of Having C-V Disease 
Raa 479 Cases Proved to Have C-V Disease 


E196 Coses Previously Unaware of C-V Disease 


teral orifice could not be catheterized because of ob- 
struction. 

A nephrostomy of the right kidney was performed 
and the ureter was found to be obstructed by a thick, 
coarse, fibrous sheath. This sheath was opened to free 
the ureter and the latter dissected from the scar tissue 
bed. Palpation revealed some induration along the 
ureteral course, and biopsy of the fascial sheath showed 
chronic inflammatory tissue. Postoperatively, there was 
immediate improvement in the patient’s condition. Re- 
operation was performed one month later and the left 
ureter successfully catheterized. Hydronephrosis was 
found to be present on the left side, and a similar oper- 
ation was performed freeing the ureter from inflam- 
matory tissue. 

Review of the past history of this patient revealed 
that he had had recurrent attacks of colitis, and a 
barium enema had revealed evidence of chronic 
ulcerative colitis. The authors noted that inflamma- 
tory disease of the bowel can reach the retroperi- 
toneal space by way of the lymphatics. They assumed 
that the inflammatory mass in their patient was due 
to lymphatic drainage from the colitis. In similar 
conditions, they suggested the possible value of ra- 
diation therapy, of cortisone to reduce scar tissue fol- 
lowing surgery and of the possible value of trans- 
lumbar aortography or retroperitoneal air insufflation 
to establish the diagnosis. (J. Urol., 72:812, 1954.) 
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Heredity and Rheumatic Fever 


In a sTuDY of the pattern of hereditary susceptibility to 
rheumatic fever, Wilson and Schweitzer confirmed an 
earlier impression that this disease is marked by a 
simple recessive inheritance. On the basis that rheu- 
matic fever is a recessive trait, there were 52 families in 
which rheumatic fever was to be expected in the off- 
spring, and 183 families without such expectation. The 
prevalence of rheumatic fever in these two groups is 
shown in the following table. 


No. of Cases Cases 
Children Expected Observed 


52 “Rheumatic” families 121 49 40 
183 ‘‘Non-rheumatic” families 525 3 


An awareness of hereditary influences in rheumatic 
fever should facilitate early diagnosis and treatment in 
genetically susceptible families. (Circulation, 10:699, 
1954.) 


Cancer of the Breast 


IN A REVIEW of a large number of cases of cancer of the 
breast treated at the University of Michigan Hospital, 
Bryant and his coworkers have emphasized the neces- 
sity for meticulous atraumatic surgery in treatment of 
this disease. Simple mastectomy has not been employed 
during recent years because of better preoperative and 
postoperative care of poor-risk patients. Pregnancy and 
lactation were not considered an objection to surgical 
treatment. 

In patients with negative lymph nodes on histologic 
examination, the five-year survival rate was 82.7 per 
cent, whereas in patients with positive axillary nodes, 
it was reduced to 38.7 per cent. The authors empha- 
sized the necessity for early removal of any discrete 
lump in the breast and of frozen section study by a 
pathologist. 

The routine use of postoperative irradiation was 
questioned, since the statistics which they presented 
showed no significant benefit in the survival rate of 
those treated with postoperative irradiation as com- 
pared to those who received surgical treatment alone. 
Irradiation was reserved for those patients with over- 
whelming axillary involvement, with involvement of the 
axillary nodes at the extreme axillary apex or for those 
in whom the surgeon was certain that axillary extension 
of the carcinoma was incompletely removed. 

Skin grafting was not practiced routinely. The ac- 
cumulation of fluid under the widely dissected skin 
flaps was minimized by the use of double-lumen suction 
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catheters. There were no post-operative deaths. The 
over-all five-year survival rate of primary, untreate« pa- 


tients was 10.2 per cent. (Surgery, 36: 863, 1954.) 


Omentectomy 


KirscHner and Garlock have made an experimental 
study of the effect of subtotal gastric resection on the 
omentum when the latter is left in place. The omentum, 
deprived of a large part of its blood supply, was left in 
the abdominal cavity of experimental animals. Obser- 
vation of the omentum was then made at intervals of 
two to 24 days. The omentum was found to have been 
converted into a solid mass, heavy, soggy and indu- 
rated and having a mottled yellowish-brown color. This 
mass was viable and there was no evidence of infection, 
but the cut surface appeared succulent and edematous. 
Microscopically there was a considerable degree of 
edema, with extravasation of red blood cells. There was 
a tendency to fat necrosis. In general, the changes 
were those of early sterile inflammation and fat necrosis. 
When the omentum was completely detached and the 
free mass dropped back into the abdomen, the peritoneal 
cavity after 13 days contained clear, oily fluid, the 
omentum was white and showed evidence of fat necrosis. 

The authors concluded that the omentum should be 
removed routinely in all cases of subtotal gastrectomy 
for whatever cause. This does not deprive the patient 
of a “policeman” action against infection, since the 
mass of fatty tissue into which the omentum is con- 
verted undergoes sterile inflammation and necrosis it- 
self and cannot assist in walling off inflammatory proc- 
esses. Omentectomy particularly should be performed 
in obese individuals where the opportunity for fat ne- 
crosis is greatly increased. (Surgery, 36: 884, 1954.) 


Test for Common Duct Patency 


A SIMPLE TEST to establish the patency of the ampulla 
of Vater and common bile duct has been devised by 
Migliaccio and Dziob. When the common duct has 
been opened to determine the presence or absence of 
stones, it may be difficult to assay the patency of the 
ampulla of Vater. This must be established to rule 
out the presence of an impacted stone. Two methods 
in common use are the injection of radio-opaque ma- 
terial into the common duct followed by the taking of 
a cholangiogram on the operating table, or the passage 
of a catheter through the common duct into the duo- 
denum and distention of the duodenum with saline. 
The former method is difficult in most hospitals be- 
cause of lack of proper equipment. The latter is some- 
what uncertain. 

The authors have suggested a method by which 
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methylene blue can be injected through a catheter into 
the common duct and observed in the drainage from a 
Levine tube. The Levine tube should be inserted on 
the morning of the operation, and before the common 
duct is opened, the tube should be carried through the 
pylorus into the duodenum. Following exploration of 
the common duct, a catheter should then be inserted 
into the distal end of the common duct through the 
ampulla if possible. Twenty cubic centimeters of a ster- 
ile solution of methylene blue should then be injected 
through the catheter, care being taken that it does not 
spill over into the peritoneal cavity. The anesthetist 
should then apply suction to the Levine tube and ob- 
serve the color of the material obtained. The presence 
of a blue liquid confirms the patency of the duct, al- 
though it does not rule out the possibility of a residual 
stone which does not completely obstruct the duct. 
(Surgery, 36: 953, 1954.) 


Unoperated Mitral Stenosis 


Iv ORDER to clarify some aspects of the postoperative 
course of patients treated surgically for mitral stenosis, 
Pampush and Bruce reported on the course in 15 
patients who were not submitted to mitral commis- 
surotomy. Reasons for not operating on these patients 
included (1) insufficient cardiac reserve to withstand 
surgery (class IV heart disease), (2) insufficient need 
for surgery, (3) complicating lesions possibly contra- 
indicating surgery, (4) suitable indications but sur- 
gery refused by patient, (5) insufficient need with 
disability due largely to pulmonary disease (emphy- 
sema). 

Initially, only three patients had class IV heart 
disease. These patients died of heart failure (2 cases) 
or pulmonary embolism (1 case) within a matter of 
months. The remaining 12 patients were available for 
re-evaluation one year after they had been first studied 
by the authors. 

The most striking difference in the 12 survivors 
was a great reduction in incidence of symptoms and 
signs of pulmonary congestion and congestive heart 
failure. In addition there was a trend suggesting im- 
provement in a standardized exercise-tolerance test. 
In the final analysis, the authors were inclined to at- 
tribute such changes to recovery from the adverse 
effects of unrecognized factors that had precipitated or 
aggravated heart failure (respiratory infection, ex- 
cessive physical or psychological stresses). 

Pampush and Bruce implied that some of the good 
tesults ascribed to mitral commissurotomy may have 
been truly a reflection of the natural variation in the 
course of patients having mitral stenosis. 

The: concluded ‘... that patients should not be 


GP 1955 


submitted to surgery unless there is evidence of 
persistent symptomatology and disability, due to 
pulmonary engorgement secondary to mitral stenosis 
despite sufficiently prolonged medical treatment.” 
(Am. J. M. Sc., 228: 605, 1954.) 


Meckel’s Diverticulum 


MECKEL’s DIVERTICULUM can be responsible for various 
surgical enigmas. Among these is intestinal obstruc- 
tion. 

Chance, Hood and Waugh reported nine cases of 
acute intestinal obstruction secondary to Meckel’s 
diverticulum. The mechanisms of obstruction were as 
shown in the following diagram. 


Prolapse of loop of small bowel through 
an internal foramen formed by attachment 
of diverticulum or its terminal ligament 

to a viscus. 


Regional ileus secondary to peptic ulceration 
> with perforation (2 cases) or diverticulitis 
with perforation (1 case). 


Diverticulum: leading point in an 
intussusception. 


Surgical treatment was curative in all cases. There 
were no operative deaths or serious postoperative 
complications. (Proc. Staff Meet. Mayo Clin., 29:567, 
1954.) 


Effect of Hydrocortisone on Inflammation 


In view of current interest in the action of cortico- 
steroids upon inflammation, Menkin devised experi- 
ments to measure the effect of hydrocortisone in- 
jected into an area of injury. When cells are severely 
injured, they liberate chemical substances that explain 
the various manifestations of inflammation. Among 
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these chemicals are leukocytosis-promoting factor 
(LPF) and leukotaxine (a substance causing increased 
vascular permeability and the migration of poly- 
morphonuclear leukocytes into an inflamed area). It 
was found that the anti-inflammatory mechanism of 
hydrocortisone acts at the cellular level (in distinction 
to molecular, enzymatic or other levels). The injured 
cell produces less leukotaxine and LPF. (Science, 
120: 1026, 1954.) 


Diverticulitis vs. Carcinoma of Colon 


Carcinoma and diverticulitis of the colon occur in 
patients of the same age group and cause symptoms 
that are not dissimilar. Usually roentgenologic study 
settles the proble~ of differential diagnosis. How- 
ever, in some ins‘ _— es the diagnosis remains uncer- 
tain after barium enema examination. Colcock and 
Sass suggest for such cases a careful review of the 
history. By this means a presumptive diagnosis may 
be forthcoming. 
The authors’ data in 100 patients indicate diag- 
nostic trends as follows: 
A. Findings more suggestive of diverticulitis than 
of carcinoma 
1. Nausea and vomiting 
2. Chills and fever 
3. Abdominal pain (including colic) 
4. Longer duration of symptoms 
5. Abdominal or rectal tenderness 
B. Findings more suggestive of carcinoma than 
of diverticulitis 
1. Rectal bleeding 
2. Constipation 
(Surg., Gynec. ¢ Obst., 99: 627, 1954.) 


Pheochromocytoma 


IN spire of the increasing prevalence of reports about 
pheochromocytoma, this is a rare tumor. In 15,984 
consecutive autopsies done at the Mayo Clinic, Minno, 
Bennett and Kvale found records of 15 cases of pheo- 
chromocytoma. These were classified as follows: 
Group 1. Malignant pheochromocytoma with metas- 
tasis: 1 case (paroxysmal hypertension also 
present) 
Group 2. Benign pheochromocytoma with hyper- 
tension 
Persistent hypertension: 9 cases 
Paroxysmal hypertension: 2 cases 
Group 3. Benign symptomless pheochromocytoma: 
3 cases 
In all except the three symptomless pheochromo- 
cytomas, death was directly or indirectly attributable 
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to the adrenal medullary tumor. Five of the patients 
died after operations for conditions other than pheo- 
chromocytoma. The authors reminded that this is not 
an unusual outcome. These patients are unusually 
susceptible to surgical shock. (New England J. Med., 
251: 959, 1954.) 


Valvulotomy for Aortic Stenosis 


AT THE PRESENT STAGE of surgical technical develop- 
ment, Muller and Hyman advocate valvulotomy for 
aortic stenosis in all except fully asymptomatic pa- 
tients or those having a definite contraindication, 


Probably the foremost contraindication to be con- 


sidered is significant aortic insufficiency. Many pa- 
tients having aortic stenosis also have the diastolic 
murmur of aortic insufficiency. The insufficiency is 
considered significant if the diastolic blood pressure is 
diminished or if the left ventricle is excessively en- 
larged. 

Other contraindications are evidence of poor myo- 
cardial reserve, complete heart block, subacute bac- 
terial endocarditis and acute rheumatic fever. Age is 
not necessarily a determining factor in selecting pa- 
tients for operation. 

The authors performed valvulotomy in 13 patients. 
One patient died during operation (intractable cardiac 
arrest). Two others died nine months and three 
months respectively after operation—one of a head 
injury, the other from pulmonary embolism. All but 
one of the other ten patients showed definite improve- 
ment. 

After valvulotomy the systolic aortic murmur per- 
sisted, but was usually softer and less harsh. In some 
instances an aortic diastolic murmur appeared, but 
significant aortic insufficiency was not encountered. 


(Surg., Gynec. ¢ Obst., 99: 587, 1954.) 


Prognosis of Attempted Suicide 


BaTcHELOR and Napier traced the course of events 
during one year in 199 of 200 patients admitted to a 
general hospital because of attempted suicide. There 
were about equal numbers of men and women. The 
commonest psychiatric diagnosis was “depressive 
state” (112 cases). A diagnosis of “psychopathic state” 
was made in 42 instances. 

Six patients died in the observation ward of the 
hospital. At various times during the first year, there 
were four other deaths when repeated attempts at 
suicide were successful. Fifteen patients died from 
other causes after discharge from the observation 
ward. 

Seven patients made further suicidal attempts that 
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were unsuccessful. These were people who had a 
chronically unstable temperament. About the same 
number of the same kind of people committed serious 
assaults on other persons. 

At the time of first hospitalization, 57 per cent of 
patients were discharged home. Less than one-third 
required mental-hospital treatment. At the end of one 
year, three-fourths of patients were at home and 59 
per cent were employed. 

Three findings stood out in this study. One, the 
great majority of patients who make suicidal attempts 
do well with outpatient psychiatric treatment. They 
can safely be discharged home from a general hospital. 
Two, patients who show persistently psychopathic be- 
havior are likely to repeat their suicide attempts. 
Three, the suicidal attempt, in a sense, represents an 
“appeal for help.” Often the appeal is answered be- 
cause psychotherapy is afforded or because the attempt 
has social reverberations that lead to favorable manip- 
ulations of the patient’s environment. (J. Neurol., 


Neurosurg. ¢7 Psychiat., 17:261, 1954.) 


Treatment of Cryptorchidism 


AN UNDESCENDED TESTICLE undergoes atrophy of the 
cells that produce spermatozoa, although there is no 
loss of function by the cells that secrete male hormone 
(Leydig cells). The length of time required for the 
testicle to show impairment of spermatogenesis has 
been disputed. Smith believes that such impairment 
occurs early in life. There are two forms of evidence to 
support that belief. First, in follow-up studies on pa- 
tients treated effectively for cryptorchidism, it has been 
implied that placement of the testicle in the scrotum 
did not after all favor spermatogenesis. Most such 
patients had undergone treatment relatively late in 
childhood. Second, Smith quotes the anatomic studies 
of Cooper who found that histologic abnormalities de- 
velop progressively in the undescended testicle from 
the age of about 2 years onward. 

For these reasons, Smith advocates that treatment 
for cryptorchidism begin at the age of 2 years. He 
favors a trial of hormonal therapy—chorionic gonado- 
trophin, 250 international units three times a week for 
not more than six weeks. When this does not cause 
descent, orchidopexy is done promptly. (California 
Med., 81:379, 1954.) 


Prevalence of Suicide 


IN THE OPINION of Oliven, the rising rate of suicide 
deaths is a challenge to public health authorities. Their 
efforts are needed if the clinician’s preventive measures 
are to become truly effective. Meanwhile, suicide hovers 
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In a typical town of 100,000 people, at least 200 to 250 will try to 
kill themselves each year—about 30 of them will succeed. 


between tenth and thirteenth place among causes of 
death in the United States at large—rises even higher 
in some states west of the Rocky Mountains. To give the 
picture a homely significance, Oliven makes an “‘edu- 
cated guess” as follows: 

**. .. Ina typical town of 100,000 inhabitants at least 
200-250 people will try to kill themselves each year; of 
these at least 25, possibly 40, will succeed. In some 
urban, but not necessarily metropolitan areas, up to 
four or five times as many persons may at times be 


involved.” (Am. J. Pub. Health, 44:1419, 1954.) 


Chronic Bronchitis 


THE MaJority of adult males with chronic cough do 
not have tumor, tuberculosis, bronchial asthma, bron- 
chiectasis or chronic pneumonitis. Rather they have 
chronic bronchitis, according to Phillips and his asso- 
ciates. The clinical sequence usually begins insid- 
iously in early adult life. Cough is the only symptom 
at first. Usually this is most noticeable just after 
arising in the morning. Then there is likely to be a 
paroxysm of coughing, with the expectoration of some 
tenacious, whitish mucoid sputum. During the re- 
mainder of the day cough is usually minimal. X-ray of 
the chest is negative or merely shows an accentuation 
of the bronchovascular markings. 

These patients are cigarette smokers and consume 
from one to three packages of cigarettes daily. As the 
years go by, the cough gradually increases so that it is 
bothersome not only in the morning but also during 
the rest of the day. It is worse during upper respiratory 
infections or in damp, cold weather. Dyspnea may 
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appear for the first time, indicating the presence of 
pulmonary emphysema. 

Bronchial asthma or the inhalation of irritating 
fumes at work may sometimes be responsible for the 
bronchitis, but the inhalation of tobacco smoke is the 
usual responsible agent. When smoking is discon- 
tinued, the cough disappears or is reduced in severity. 
The authors feel that chronic bronchitis is the com- 
monest cause of pulmonary emphysema. (Dis. of Chest, 
26:520, 1954.) 


Cardiac Standstill 


AccorDING to Rao and his associates cardiac arrest 
poses two problems: (1) The heart must be restarted. 
(2) The central nervous system must not be deprived 
of oxygenated blood for more than three or four min- 
utes. The only certain method of ascertaining whether 
the heart is still beating is to palpate it or visualize it 
or the large arteries directly. Cardiac action may be 
assumed to have ceased if carotid artery pulsations are 
not palpable. In this situation, the important thing is 
to get the hand quickly to the heart and start massaging 
while the anesthetist inserts an endotracheal tube and 
inflates the lungs with 100 per cent oxygen. After 
thoracotomy is quickly performed, the pericardium is 
opened and the surgeon decides by inspection and 
palpation whether the heart is in cardiac arrest or in 
ventricular fibrillation. (In a functional sense, either of 
these conditions is responsible for cardiac standstill.) 

If the condition is one of cardiac arrest, cardiac 
massage is started immediately. The objective is to 
provide contractions effective enough to maintain 
blood flow to the brain. Atropine sulfate, 0.6 mg., is 
given intravenously. If the tone of the heart muscle is 
flabby, epinephrine (1:1000), 1 cc. in 10 cc. of saline, 
is injected into one of the ventricles. If a trained 
anesthetist is not available and an intratracheal tube 
cannot be inserted, the lungs are inflated with oxygen 
through an anesthesia machine or an automatic respi- 
rator. In the event trained help is not available, mouth 
to mouth breathing may be carried out. Rapid resto- 
ration of the circulating blood volume should not be 
neglected. 

Ventricular fibrillation is diagnosed as quivering of 
the heart muscle on inspection of the heart and the 
sensation of a bag of worms on palpation. Cardiac 
massage and the introduction of oxygen should be 
carried out at once. Electric shock, using ordinary 110 
volt, 60 cycle, alternating current, is then applied. 
Five cc. of 1 per cent procaine may be injected into a 
ventricle. 

Calcium chloride, 2 to 10 cc. of a 10 per cent solu- 
tion, may be injected into the left ventricle in the 
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presence of either cardiac arrest or ventricular fibrilla- 
tion. The preferred amount is 3 cc. because large doses 
may cause tetanic contraction of the left veniricle, 
(Dis. of Chest, 26:499, 1954.) 


Prognosis in Pneumococcal Pneumonia 


In 358 cases of antibiotic-treated pneumococcal pneu- 
monia, Van Metre confirmed that certain factors are 
associated with increased mortality. Those factors: 
increasing age, concomitant disease, multilobar in- 
volvement, pneumococcal bacteremia, leukopenia and 
infections due to Type 1 and 3 pneumococcus. It was 
also apparent, in nonfatal cases, that most of these 
same factors, and chronic alcoholism as well, retard 
recovery and encourage the development of suppura- 
tive complications. (Wew England J. Med., 251: 1048, 
1954.) 


County-Wide Tuberculin Testing 


AccorDING to Jordan and Jordan, county-wide tuber- 
culin testing of people of all ages is the only way to 
find those who harbor tubercle bacilli. By finding all 
of these persons and examining them periodically, one 
is able to detect chronic evolving lesions. Many such 
lesions reach a considerable extent before they produce 
symptoms or are contagious. Furthermore, since posi- 
tive tuberculin reactors have usually been in contact 
with persons who have active tuberculosis, it is often 
possible to find the sources of infection among their 
adult associates. 

The authors report on a county-wide tuberculin 
testing program in progress in Lyon County, Minne- 
sota. About 79 per cent of the total population were 
tested. The incidence of positive reactions was as 
follows: 

School children: 4 per cent 

Adult males: 37.6 per cent 

Adult females: 29.3 per cent 

The rapid rise in the reaction percentage among 
men between the ages of 20 and 45, as opposed to the 
much slower increase in women, was due to the fact 
that the men’s occupations brought them in contact 
with many more people than was the case for the 
women. 

In addition, contacts made by the men overseas dur- 
ing military service contributed to the incidence of 
positive reactors. 

The authors feel that by this technique, they have 
found where the tubercle bacilli in Lyon County reside. 
Well-known methods can be used to prevent the hests 
of these organisms from spreading them to other 
people and to animals. (Dis. of Chest, 26:528, 1954.) 
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New York Academy of Sciences 


(New York City; Feb. 11.) Hesrermr1n (vitamin P) ap- 
pears to have beneficial effects in treating rheumatic 
fever, coronary thrombosis, poliomyelitis, and in pre- 
venting spontaneous abortion, medical investigators 
told a conference on Bioflavenoids and the Capillary. 

There is disagreement whether hesperidin (found 
in citrus peel and pulp) is a true vitamin. But in com- 
bination with vitamin C, it is credited with increasing 
capillary strength and health, and the benefits are 
said to derive from this effect. 

Suggestive evidence that the combination aids in 
shortening the course of rheumatic fever, and in pre- 
venting recurrences, is found by Dr. James F. Rine- 
hart, University of California School of Medicine. 

Dr. Charles E. Brambel, Mercy Hospital, Baltimore, 
reports the combination useful in preventing purpuric 
bruises in patients receiving anticoagulant therapy for 
coronary thrombosis and other vascular afflictions in 
which anticoagulants are employed. When purpura 
had occurred, larger doses of the hesperidin-vitamin 
C combination usually cleared up the discolored areas 
very rapidly, he said. 

Most of 200 polio patients had abnormally weak 
capillaries, said Dr. George J. Boines, Wilmington, 
Del. On hesperidin-vitamin C therapy, patients ex- 
perienced a sense of well-being and appetite within a 
week, and affected limbs felt warmer to the touch with- 
in two weeks. He found normal capillary action re- 
stored within five weeks, and feels this contributed to 
the over-all recovery. 

The vitamin treatment apparently contributed to 
Prevention of miscarriages among women who had 
had from one to seven spontaneous abortions in pre- 
vious pregnancies, said Dr. Carl T. Javert, Cornell 
Medical College, New York, and Dr. Robert B. Green- 
blatt, Medical College of Georgia, describing separate 
experiments. 


Here each month are published notes of progress 
in diagnosis and treatment as reported at recent medical meetings. 
GP's aim is to get news of new drugs and other developments 
to physicians no later than their patients read of them 

in the daily press and weekly newsmagazines. Report of a new theory 
or therapeutic claim here, prior to its formal publication 

in the medical literature, is not to be regarded as endorsement 
or verification by the editorial staff. 


MEDIGRAMS 


A breakdown of capillaries connecting the placenta 
to the uterine wall is one cause of miscarriage, Dr. 
Javert said. Both physicians reported about 90 per 
cent successful deliveries when the vitamin therapy 
was combined with other measures. Dr. Greenblatt 
kept his patients abed for long periods and employed 
hormones. Dr. Javert encouraged his patients to be 
active, and administered vitamin K, but no hormones. 


American Psychiatric Association 


(Galveston, Tex.; Feb. 19.) Furtuenr clinical studies are 
under way with a new drug (Frenquel) which appears 
to be effective in blocking hallucinations associated 
with certain mental diseases. Dr. Howard Fabing, 
Cincinnati neuropsychiatrist, reports it has thera- 
peutic value in certain dissociation syndromes, al- 
though inconsistently in the dosages used. 

**Some cases of acute schizophrenia, alcoholic hal- 
lucinosis, senile and arteriosclerotic hallucinosis and 
to a lesser extent some of the more chronic schizo- 
phrenic syndromes respond to the oral administration 
of this drug in a degree that has encouraged us to con- 
tinue our observations,” he said, Frenquel, not yet 
available generally to physicians, is a gamma-isomer 
of Meratran, which relieves emotional fatigue and de- 
pression. Still experimental, it was developed by the 
Wm. S. Merrell Co., Cincinnati. 


Medical News Conferences 


(New York City; March 2.) Triats by numerous physi- 
cians on more than 1,000 patients find the synthetic 
steroid, metacortandracin (Meticorten), superior to 
other drugs against rheumatoid arthritis, said officials 
of Schering Corporation, announcing the drug now is 
available to physicians over the country. Metacortan- 
dracin is reported three to five times more active, in 
equal dosage, than cortisone and hydrocortisone, and 
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free from some of the side effects—principally sodium 
retention—of those hormones. The clinical trials in- 
dicate it is effective in more than 95 per cent of severe 
arthritis cases, including many unable to continue on 
cortisone or hydrocortisone. Similar effectiveness was 
reported in a few instances of severe asthma, rheumatic 
fever, nephrosis, pemphigus and lupus erythematosus. 
(New York City; March 8.) To counTERacT secondary 
infections from overgrowth of fungous organisms when 
antibiotics are administered orally, E. R. Squibb Co. 
announces Mysteclin. It is a combination of tetra- 
cycline and nystatin, an antibiotic active against most 
fungous organisms. The announcement cites at least 
five deaths blamed on fungous infection following anti- 
biotic treatment. Due to the safety of nystatin, it adds, 
the oral dosage of Mysteclin is dependent only upon 
the amount of tetracycline needed by the patient. 


Chicago Medical Society 


(Chicago; March 4.) Renal tuberculosis is well con- 
trolled by combined use of streptomycin, para- 
aminosalicylic acid, and isoniazid, Dr. John K. Latti- 
mer, Squier Urological Clinic, Columbia University, 
told the society’s clinical conference. Death rates of 
80 per cent nine years ago have been reduced to 8 
per cent at the present time, he said, reporting re- 
search results on 625 patients. Treatment, including 
bed rest, takes a year. 


National Food Conference 


(Hollywood, Fla.; March 3.) “‘SctENTIFIC NIBBLING” can 
be helpful in keeping the dieter on his regimen, says 
Dr. Frederic J. Stare, Harvard University nutritionist. 
But what is nibbled should be part of the regular meals, 
not some extra thrown in betweentimes. The purpose 
is to decrease the total number of calories taken dur- 
ing a 24-hour period. The scientific nibbling makes it 
easier for some patients to do that. 


American Foundation for Allergic Diseases 


(New York City; Feb. 27.) For HELPFUL INFORMATION, a 
“Handbook for the Asthmatic” is available from the 
American Foundation for Allergic Diseases, 274 Madi- 
son Ave., New York 16, for 25 cents in coin. It lists 
what a patient should know about asthma, what the 
doctor wants to know about his patient, methods for 
control of asthma, and steps to take during an asthmat- 
ic attack. It is designed to aid in patient cooperation 
with the doctor, and the plan is to distribute it through 
physicians to patients. 

“The fear and sense of helplessness engendered by 


an asthmatic attack can be appreciably lightened if the 
asthmatic and his family have some authoritative 
knowledge of the physical basis of the illness and know 
that, unpleasant as the difficulty in breathing may be, 
the sufferer can-get relief and almost never needs to 
fear suffocation,” the foreword explains. 


Yale Medical Society 


(New Haven, Conn.; Jan. 27.) AN IMPROVED pregnancy 
test answers within four hours or less the question 
whether a woman is pregnant. A simplification of the 
kaolin concentration technique is used to prepare a 
concentrate, from a urine specimen, containing any 
chorionic gonadotrophin present in the specimen. The 
concentrate is injected into an American toad, to check 
for the usual reaction in the toad. The test can also 
quantitatively measure the actual level of chorionic 
gonadotrophin as a rapid aid to foretell whether bleed- 
ing or cramps in pregnancy will inevitably end in mis- 
carriage.—Drs. Epwarp H. G. Hon and Joun M. 
Morris, Yale School of Medicine. 


American Academy of Orthopedic Surgeons 


(Los Angeles; Jan. 31—Feb. 2.) Distocations of the 
shoulder are likely to recur later, especially when the 
initial dislocation occurs between ages 10 and 20. Re- 
gardless of age, there were recurrences in 57 per cent 
of nearly 500 patients studied.—Drs. Epwin FRrencu 
Cave and Carter R. Rowe, Boston. 

> Excessive intake of vitamin A apparently slowed the 
growth of two children’s legs, making the limbs shorter 
than normal.—Dr. Cuartes N. Pease, Chicago. 

> Hyprocortisone is more effective than surgery in 
treating the painful ankle condition, tenosynovitis— 
Dr. Eun D. W. Hauser, Chicago. 


Fourteenth Veterans Administration— Army-Navy 
Conference on Tuberculosis 


(Atlanta, Ga.; Feb. 7-10.) A New antibiotic, cycloserine, 
has shown impressive results against pulmonary tuber- 
culosis in early, limited clinical trials. The Veterans 
Administration is launching a controlled study of 200 
patients to determine its effectiveness. The initial 
study was made on 37 patients, eight with severe 
tuberculosis of recent origin, 29 with chronic, ad- 
vanced disease. Of 24 chronic cases, sputum was cul- 
turally negative in 11 of them after 12 to 22 weeks’ 
treatment. Almost all 37 reported feeling better, x-ray 
pictures improved in 28, and 30 gained weight.—Drs. 
Israt Epstein, K. G. S. Nam and Linn J. New 
York Medical College. 


systolic 
sclerosi 


aneury: 
aneury: 
presum 
aortic 

aneury: 
evidenc 


GP Ap, 


Treatm: 
sho 
at | 
: of | 
loss 
fir 
tor 
mi 
A. It: 
middle 
syphilit 
negativ 
4 ported 
possibil 
abegin 
with a1 
dilatati 
wall. H 
| early ac 
| inthe 
and, wi 
exaggel 
ported. 
| The 


Treatment of Syphilitic Aortitis 


Q. A colored woman received antisyphilitic treatment 15 
years ago. This consisted of “shots in the vein and 
shots in the hip.”” She has had a negative serology for 
at least 12 years. X-ray examination shows dilatation 
of ascending, transverse and proximal descending 
portions of the aorta. There are no adventitious 
sounds or heart murmurs and the blood pressure 
stays right around 170/110. She has considerable 
loss of appetite and resultant loss of weight. All other 
findings are noninformative. 

My diagnosis is syphilitic aortitis with early dilata- 
tion. I would appreciate an opinion as to what therapy 
might be used in such a case. 

A. It is assumed that the patient is probably in her 
middle thirties, which is a good age for onset of 
syphilitic aortitis. The fact that the patient now has a 
negative serologic test, even if it were thoroughly sup- 
ported by extensive testing, does not eliminate the 
possibility of a syphilitic aortitis. There may have been 
a beginning aortitis which was cleared by treatment, 
with a resulting fibrosis that has subsequently allowed 
dilatation to occur due to the weakening of the arterial 
wall. However, if this has occurred and there was an 
early aortitis, there should have been an accentuation 
in the second aortic sound. Often there is a noticeable 
systolic murmer following treatment. With healing 
sclerosis, the abnormal sounds should have remained 
and, with increasing aortitis, possibly should have been 
exaggerated. But no adventitious heart sounds are re- 
ported. 

The systolic blood pressure in both aortitis and 
aneurysm tends to be low and especially so with an 
aneurysm. On the other hand the diastolic pressure, 
presumably maintained in part by the integrity of the 
aortic valve, tends to be low in aortitis without 
aneurysm and high in aneurysm. But there is no x-ray 
evidence here of a well-developed aneurysm. There 
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These will be answered by authorities 
in the appropriate fields of therapy and diagnosis. 
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seems to be only a uniform dilatation of the aorta. If 
there were any weak areas in the aortic wall, the high 
systolic pressure would have tended to cause aneurys- 
mal dilatation in the diseased portion of the aorta, but 
there are no x-ray findings to support this. The diastol- 
ic pressure is rather high for any deficiency of the 
aortic valve. If it were present there would be a marked- 
ly lower diastolic pressure indicating some regurgita- 
tion. 

There should be a few signs to support the diagnosis 
of aortitis on better grounds than the.x-ray findings 
alone. Granted that the x-ray findings may be the best 
single criterion of syphilitic aortitis, there should be 
other supporting evidence of late syphilis, such as a 
history of circulatory embarrassment, the altered 
aortic second sound, paroxysmal dyspnea or pain. The 
patient’s anorexia and weight loss are not readily as- 
sociated with aortitis. 

The blood pressure findings also point to a hyper- 
tensive-arteriosclerotic syndrome. 

I believe the best possibility at this time is that the 
patient may have had some early syphilitic changes in 
the aorta which responded to treatment, leaving 
fibrotic changes that may in turn have been acted upon 
by the high blood pressure. In any event it may be 
wise to attempt a more definitive diagnosis, including 
the following investigative procedures: a quantitative 
serologic study, possibly a Treponema pallidum im- 
mobilization reaction and a spinal fluid examination. 
In the absence of any further evidence and to give the 
patient the benefit of any doubt, it would be in order 
to treat her for syphilis along with treatment for the 
hypertension or hypertensive cardiovascular disease. 
Penicillin therapy is as good as any. You could give 
intramuscular injections of the long-acting drug, 
600,000 units daily or on alternate days for a total of 
ten million units. The probabilities are that this thera- 
py would not alter the dilatation she now has or her 
hypertension. 
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Anemia in Women 


Q. My questions concern anemia. I have seen all kinds 
of figures but my experience has been that probably 
98 per cent of the anemia I see is the hypochromic 
microcytic type due to either nutritional deficiency or 
blood loss. Is this the usual experience ? 

What hemoglobin value is used by the Red Cross 
to determine whether a person is suitable as a blood 
donor? Also what is their rejection rate for anemia ? 

I would say that half the women I see in general 
practice have a hemoglobin of less than 12 grams 
and one third have less than 11 grams. Have there 
been any studies done to determine the effect of ferrous 
sulfate in a group of women such as these? Specifi- 
cally, I am wondering if such therapy over a long 
period of time, plus adequate diet, might be expected 
to bring the hemoglobin up to 12 grams or 13 grams 
or 14 grams. In other words, have any controlled 
studies been done to determine the maximum benefit 
from optimal therapy? 

A. To the reviewer’s knowledge, there has been no 
adequate survey which could be used to answer the 
questions which are raised. Statistics concerning fre- 
quency and types of anemia usually have come from 
general hospitals or from specialists interested in the 
field of hematology. Obviously this would not neces- 
sarily be a true representation of what a man in prac- 
tice would encounter. 

There are established normal blood values for men 
and women; at sea level the average hemoglobin in the 
female is 14 grams and ranges from about 12 to 16 
grams. The actual findings in a doctor’s practice would 
depend on the accuracy of the method he is using for 
hemoglobin determination and the calibration of the 
instrument, as well as on the factors mentioned by the 
questioner. 

It is certainly not unusual for a moderate iron defi- 
ciency anemia to occur in the menstruating female. 
This is more often due to blood loss than to nutritional 
inadequacy although often both factors play a role. A 
study such as the questioner suggests would be of 
interest if carried out carefully and objectively. 

The Red Cross should regard a woman as anemic 
if her hemoglobin is less than 12 grams. I do not know 
what their rejection rate is. 


Hepatosplenomegaly 


Q. What should one do with a patient having a greatly 
enlarged liver, palpable spleen, blood count low but 
in proportion with borderline liver function tests? 
Would an exploratory laparotomy be worth while? 
Patient is 68 years old. 


A. Surgical exploration is often indicated as a diag. 
nostic method but only after more conservative meth- 
ods of arriving at a diagnosis have been exhausted or 
have been unsuccessful. 

Certainly, in a man of 68 with an enlarged liver, 
palpable spleen and low blood count, an exploratory 
laparotomy would not be indicated until many other 
diagnostic methods had been used. Those which 
should be carried out are first those connected with 
the liver. We are told that the patient has borderline 
liver function tests. Of what these tests consisted is 
not given. Certainly, anything less than a bromsul- 
falein, flocculation tests, a serum bilirubin, van den 
Bergh, serum protein, A/G ratio would be inadequate. 
In a like manner, one should investigate the spleen. 
Tests which would help would be tests of the blood 
smears, especially tests of blood cell fragility, bleeding 
and clotting time, etc. In addition, bone marrow smears 
should be made. 

From the information which the tests mentioned 
above would give, one could determine whether opera- 
tion would add anything further in the way of diag- 
nosis or treatment. 

It is very questionable that surgery would offer this 
patient anything in the way of help or cure. If studies 
indicated a primary hypersplenism, splenectomy 
might be considered as a therapeutic measure. Reports 
of liver function studies would or might suggest that 
hepatic cirrhosis is a factor in the hepatomegaly. There 
are many causes of enlargements of the liver with asso- 
ciated splenic enlargement which might be considered. 
such as chronic passive congestion, metastatic disease 
of the liver, etc. All of these things could easily be 
suspected or rejected according to the findings referred 


to above. 


Douche During Menstruation 


Q. In the November issue of GP there is an article on 
the caprylic acid treatment of trichomonas vaginitis. 
The statement is made in this article that the treat- 
ment (douches) should be carried out through the 
menses, if present. I have always been of the opinion 
that douching was contraindicated during menstrua- 
tion. Could you please discuss the possible harm, or 
lack of harm, from douching during the menses. 

A. The use of the daily douche throughout the 
menstrual period is advised by most gynecologists in 
the treatment of trichomonas vaginitis, in the belief 
that this lessens the exacerbations not infrequently 
produced by menstruation through the multiplication 
of vaginal organisms during the menstrual flow. There 
is no evidence of any harmful effects from the plan, 
and most writers recommend it as helpful. 
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DOCTOR SCARCITY — IN LEGISLATIVE CIRCLES 


BY CLEO NORRIS 


Rosters of each of the 48 state legislatures and of Con- 
gress indicate that there’s a rather bad case of “‘doctor 
scarcity” in all these bodies this year. The diagnosis 
came following a survey which has just been completed 
by the news department of GP. 

Though this is a bad political year for physicians in 
general some solace can be gained from the findings, 
for Academy members have a modest finger in the 
legislative doings in their respective states. 

Of the 95 state legislative groups that were included 
in this survey (Nebraska having a unicameral system), 
39 states made complete returns; four states—Dela- 
ware, New Jersey, Washington and West Virginia— 
were not heard from, and only one body in each of five 
other states answered the query on physician member- 
ship. On the basis of these returns there are only 34 
physicians—general practitioners and specialists—in 
the state legislatures, four in the United States House 
of Representatives and none in the Senate. Out of the 
thousands of men and women who are responsible for 
our state and national laws, there are only 38 physi- 
cians, a meager showing, which brings the average to 
less than one physician-legislator for each state, with 
many legislative groups having no physician-represen- 
tation at all. 

However, such a tabulation doesn’t spell out that 
physicians are necessarily shirking their political duty 
—1954’s mid-term election was an off-year for Repub- 
licans iid the majority of Medicine is affiliated with the 
elephant-symboled party. 

In the House of Representatives, four incumbent 
physici. n-members won re-election ; a fifth was defeated 
ina bid for a second term. Dr. Walter H. Judd (R.. 
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Minn.), one of the Academy’s most illustrious men in 
politics and its only representative in Congress; Dr. 
Ivor D. Fenton (R., Pa.), Dr. Thomas E. Morgan (D., 
Pa.) and Dr. A. L. Miller (R., Neb.) were re-elected, 
but Dr. Will Neal (R., W.Va.) lost out. Rear Admiral 
Ross T. McIntire, personal physician to the late Presi- 
dent Franklin D. Roosevelt and onetime medical direc- 
tor of the American Red Cross, who ran on the Demo- 
cratic ticket, was defeated in his first bid for a Con- 
gressional seat. 

Of the over-all 38 physician-legislators in the coun- 
try, based on the survey returns, five are Academy 
members—four of the 34 state legislators and Dr. Judd, 
one of four Congressmen. One of the four state legisla- 
tors, Senator Fred W. Behmler of Minnesota, who began 
his first political venture last November, says: “I would 
urge more of our profession to get into their state legis- 
latures and render a great service to the people of the 
state and also to the medical profession.” 


Minnesota Outranks Sister States 


Minnesota, doubly blessed, outranks her sister states 
by having two Academy members in the legislative cir- 
cles—State Senator Behmler and U. S. Congressman 
Judd. 

Dr. Behmler, Jordan, Minn., who has been in general 
practice since he was graduated in 1920 from the Uni- 
versity of Minnesota Medical School, has been a member 
of the Minnesota State Board of Health the past 15 
years, is first vice president of the state medical asso- 
ciation, and an early member of the AAGP. Though a 
new member of the Gopher State senate, he is serving 
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on the committees on public health, public welfare, 
education, public institutions and buildings, general 
legislation, liquor control and elections. 

The state’s second legislator, Dr. Judd, is probably 
one of the best known congressmen in the nation. A 
Republican from the fifth district of Minnesota, he was 
elected in 1942 and has been re-elected every two years 
since then. Last year when some Puerto Rican nation- 
alists fired into the U.S. House chambers, Dr. Judd 
made national news as he worked in shirt sleeves over 
his injured colleagues. 

At a Lincoln Day address this year in Kansas City, 
Mo., Dr. Judd, who spent many years in the Far East 
as a missionary and doctor, said he believes lasting 
peace may be the result of the United States’ stand on 
Formosa. He acclaimed the policy of the Eisenhower 
administration in drawing, and then holding, the line 
against the Communists. 

“Because of our strong attitude,” he said, “I am less 
_ anxious about the future than at any time since 1930. 
I think that we’re around the corner and that peace is 
not far away.” 


Virginia a Close Second 


Close on the coattails of Minnesota for legislative 
honors is Virginia with two state senators—Dr. J. D. 
Hagood and Dr. W. C. Caudill, who are Academy 
members. 

Dr. Hagood of Clover, Va., was first elected to the 
Virginia senate in 1942. Since that time he has served 
as vice chairman on the finance committee; from 1947 
to 1953 he served on the governor’s advisory committee 
to the budget, on the committee on public institutions 
and education, the general laws committee and as chair- 
man of the welfare committee. In 1944 he was chairman 
of the committee studying public health problems in 
Virginia and sponsored legislation for the improvement 
in health standards in hotels, motels, restaurants and 
public eating places in the state. 

In 1944 Dr. Hagood was also appointed a member of 
the Virginia advisory legislative council and served as 
chairman of this same body last year. Since 1946 he has 
served as legislative chairman of the Virginia State 
Medical Society, and at present is chairman of the 
Committee of the Virginia advisory council to study 
the program of establishment of institutions for the care 
of the chronically ill. Dr. Hagood was appointed a 
member of the board of visitors of the Medical College 
of Virginia in 1953 by Governor John S. Battle. 

Dr. Hagood’s senatorial colleague, Dr. Walter Cleve- 
land Caudill of Pearisburg, Va., a graduate of the 
Medical College of Virginia, has been in general prac- 
tice since 1914. He was elected first to the Virginia 
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House of Delegates in 1936 and again in 193% and 
then was elected to the Virginia senate in 1940 aid is 
now completing his fourth term. Dr. Caudill, wh» was 
named “physician of the year” by the Medical Society 
of Virginia in 1952, was also elected chairman of the 
senate caucus that year and became president pro tem 
of the senate in 1954. 

Dr. Caudill is chairman of the committee on public 
institutions and education and is ranking member of 
the finance committee. He is also a member of the com- 
mittee on rules, agriculture, mining and manufacturing, 
welfare and federal relations. The holder of an honor- 
ary master’s degree of science in general medicine from 
the Medical College of Virginia, he has served in many 
capacities to further general education, medical edu- 
cation, mental health training and research. 

He was the patron of the bill that set up the present 
medical examiner’s system in Virginia. This was a great 
improvement over the old coroner’s system and has 
been the basis for similar legislation in a number of 
other states. Dr. Caudill is also a member of the special 
commission named by the governor to study segrega- 
tion in the state. 


North Carolina Has Honor Role Representative 


The fifth honor roll legislator is Dr. Dewey H. 
Bridger of Bladenboro, member of the House of Repre- 
sentatives in North Carolina. His committee affiliations 
are proof that Dr. Bridger is a leader in the Tar Heel 
state’s lower house. He is vice chairman on both the 
health and mental institutions committees and is a 
member of the following committees: roads and high- 
way, safety, agriculture, wild life, universities, finance, 
propositions and grievances, conservation and develop- 
ment, and banks and banking. 

A sixth Academy member, Dr. E. M. Toler, served 
in the Louisiana senate for many years until his death 
last year. 

Out of the Academy ranks, North Carolina holds 
first place in having five men of medicine in its legisla- 
tive bodies—two in the house and three in the senate. 
Tennessee has the distinctive honor of having four 
physicians in its house of representatives and Pennsyl- 
vania has two physician-congressmen in the U.S. 
House of Representatives and one state representative 
and one senator. Nebraska is the other state having a 
physician as a national congressman—it also has a 
physician in the Cornhusker senate. 


An Off-Year for Medicine 


That this is an off-year for physicians, is borne out 
by the following statement from the president of one of 
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the state senates: “We have no doctors in our legisla- 
ture, but there seems to be about every other occupation 
represented. This is quite an unusual circumstance, but 
at the present it is nevertheless the case.” 

From Mississippi, the lieutenant governor said: ‘For 
the first time in many years there are no physicians 
serving as members of the legislature in Mississippi.” 

The speaker of the house of representatives in Maine 
reported : “This 97th legislature has no doctors, let 
alone general practitioners in its membership. In the 
96th legislature there were two doctors, one in the 
house and one in the senate, and an osteopathic 
physician who was speaker of the house.” 

As if to show the wide variance in professions that 
are represented in the law-making groups, he post- 
scripted, “I might add we do include three undertakers 
as members.” 

Many senate and hwuse officers volunteered the 
names of dentists, chiropractors and osteopaths who 
were in their group. These totals of course, are frag- 
mentary, but those named numbered eight dentists, 
three chiropractors, four osteopaths, one registered 
pharmacist, one veterinarian and one naturopath. 


34 Physician-Legislators 


Though they are few in number, the following phy- 
sicians are carrying the brunt of state legislation. : 


Arizona Representative Nelson D. Brayton 
Arkansas Senator E. J. Byrd 
California Senator Stephen P. Teale 
Colorado Senator Edgar A. Elliff 
Representative J. W. Wells 
Georgia Representative Grady N. Coker 
Idaho Senator Raymond L. White 
Kansas Representative T. E. Smith 
Kentucky Senator B. F. Shields 
Senator J. E. Johnson 
Louisiana Representative M. V. Hargrove 
Maryland Senator Frank E. Shipley 
Minnesota Senator Fred W. Behmler 
Missouri Representative Claude E. Duckett 
Nebraska Senator George Hoffmeister 
North Carolina Senator D. J. Rose 
Senator W. D. James 
Senator H. B. Perry 
Representative Dewey H. Bridger 
Represeniative J. M. Phelps 
North Dakota Senator E. C. Stucke 
Oregon Representative F. H. Dammasch 
Pennsylvania Senator LeRoy E. Chapman 
Representative George J. Sarraf 
Rhode Island Senator Hubert F. Powers 
South Dakota Representative G. W. Mills 


Tennessee Representative J. H. Gammon 
Representative Thomas H. Ray 
Representative Lloyd S. Nease 
Representative J. O. Walker 
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Virginia Senator J. D. Hagood 
Senator W. C. Caudill 
Representative Walter Elliott 

Wyoming Senator DeWitt Dominick 


Non-Academy members also have played key roles 
in their state legislatures. Dr. Sarraf of Pittsburgh, 
Pa. has had a long political career, having served in 
the Keystone state’s house for the past 20 years. 

In Oregon, Dr. Dammasch of Portland is chairman 
of the house’s medical affairs committee. Dr. Mills of 
Wall, S.D., served as speaker of the house of represen- 
tatives in South Dakota in 1947. 


Walter H. Judd, M.D. 


The profession’s old reliable is 
now serving his seventh term in 
the House of Representatives. 


This quartet is the Academy's sole representation in the 48 state 
legislatures. 


J. D. Hagood, M.D. 
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The following chart shows the number of physicians _legislative bodies are called something other than the 
who are members of the individual state legislatures. | House of Representatives, to save confusion, the phy- 
The listing for Nebraska that has a unicameral body is _sician tabulation in those states’ lower houses are listed 
made in the Senate column. Though some states’ lower _ under the House of Representatives. 


Stote House Senate State House Senate 
Alabama Nebraska 1 
 Arizena 1 ° Nevada 
Arkansas 1 New Hampshire 0 
California ° 1 New Jersey No Reply " No Reply 
Colorado 1 1 New Mexico ° No Reply 
Delaware No Reply No Reply North Carolina 2 
Florida North Dakota 1 
Georgia 1 No Reply Ohio ° ° 
Idaho 1 Oklahoma 
No Reply Oregon 1 
Indiana Pennsylvania 1 1 
lowa 0 ° Rhode Island No Reply 1 
Kanses 1 South Carolina 
Kentucky 0 2 South Dakota 1 0 
Lovisiana 1 Tennessee 
Maine Texas No Reply 
Maryland 1 Utah 
Michigan Virginia 1 2 
Minnesota ° 1 Washington No Reply No Reply 
Mississippi West Virginia No Reply No Reply 
Missouri 1 Wisconsin 
Montana Wyoming 1 


“This is the round that starts them talking about adrenal “My name's GEORGE . . . that’s why I’m so upset when | 
atrophy and irreversible shock.” compulsively keep repeating ‘Polly wants a cracker!’”’ 
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A MODERN MALADY quite prevalent among life insurance 
buyers—doctors and others—might well be called 
“termititis.” In its early stages, it is relatively harm- 
less—may, indeed, be beneficial. But if it becomes 
chronic—continues over a period of years—it kills the 
important saving element in life insurance, and may 
eventually prove fatal to the entire protection program. 

Have we any recent evidence that this disease that 
has plagued people in many occupations has also in- 
vaded the medical field? Yes, Dr. Watson, we have. 
We cite one of the questionnaire answers in that very 
interesting GP article, ‘Caveat Emptor, at Least a 
Little’ (December 1954). In this case, a doctor ad- 
monishes: “Don’t buy too much insurance. Term in- 
surance will provide maximum insurance at minimum 
cost.” 

This is the type of term insurance fanfare that may 
lead to chronic termititis. Probably the doctor in this 
case got his information from some salesman who is a 
term insurance enthusiast. It sounds good, but in its 
present form, its accuracy is seriously open to question. 

We will gladly agree with this type of statement if 
the term advocates will allow us to add one word and 
change another. Term insurance will provide initial 
(or temporary) protection at minimum outlay. 

Term protection is usually the most costly type of 
insurance when carried over a period of years. (That 
word “usually” is included to cover this exception: 
the young doctor who dies in the term period. If the 
buyer is sure that this will happen to him, then he 
should buy and hold term.) 

Let’s examine comparative costs as they might occur 
in average cases—Doctor A and Doctor B. 

These two doctors are 28 years old, have completed 
their medical education and period of internship, and 
are establishing a practice in promising communities 
of their choice. Both are married and have nominal 
insurance (meaning a thousand or two). Each realizes 
that he should have at least $10,000 more insurance, 
but paying for it is a difficult financial problem. At 


this point, they diverge in the insurance roads they 
select. 
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AVOID ‘‘CHRONIC TERMITITIS’’ — IN INSURANCE! 


BY RALEIGH E. ROSS 


Doctor A buys from a large eastern company a 
$10,000 policy that provides maximum permanent pro- 
tection at lowest annual outlay, called ‘‘Adjustable 
Whole Life.” (For detailed description of this policy, 
see “Can You Buy $10,000 Life Insurance” GP, page 
136, November 1954.) He starts paying for it semi- 
annually and hopes to change to annually soon. How- 
ever, he realizes that he may be forced to change to 
quarterly, or even to monthly. But he feels that this 
type of policy is the wisest for him to start with. 

Doctor B buys $10,000—20-year Term from the 
same company. ‘‘Even when I can afford to pay more, 
I’m not going to do it,” he declares. “Maybe I'll save 
the difference, or invest it, or we can spend it without 
any trouble.” 

Now let’s allow these two young men to live and 
prosper during the 20 years—a logical assumption 
when you consider that their life expectancy at 28 is 
39.49 years. What is their situation in 1975 with regard 
to these two policies they have selected back in 1955? 
(Of course, there is some room for variation in the 
dividends shown, but this comparison should be sub- 
stantially accurate.) 

Let us assume that Doctor A sometimes has to pay 
quarterly, but finally gets on an annual basis. So we'll 
settle for a semi-annual average over the 20 years. Doc- 
tor B, with his lower outlay is always able to secure the 
economy of annual payments. 


A 20-YEAR VIEW 


Dr. A's Policy Dr. B’s Policy 
Premiums $102.20SA $113.10A 
Total Paid 4088.00 2262.00 
Cash Dividends 936.40* 939.00 
Net Cash Paid in 3151.60 1323.00 
Cash Value 3100.00 0 
Net Cost of Protection 51.60 1323.00 


To put it another way, Doctor A has had $10,000 
protection (including Double Indemnity) for an aver- 
age net cost of $2.58 a year. Doctor B has had exactly 
the same amount of protection, but his net cost has 
averaged $61.65 a year! 
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Now suppose each doctor has become uninsurable 
during this period and wishes to continue this $10,000 
protection. Doctor A has no problem. He simply con- 
tinues to pay his premium of $198.50 a year. Doctor B, 
however, cannot continue his protection. (However, he 
could have converted it into permanent insurance, 
without additional medical examination, if he had 
taken this step during the first 17 years of the policy.) 
A reader may reason this way: ‘Yes, it is true that 
the average net cost paid by Doctor B was over 25 times 
that of Doctor A. But assume Doctor A just couldn’t 
have scraped together that extra 90 dollars, plus, a year. 
What could he have done?” 

Our reply would be: “Still select the Adjustable 
Whole Life Policy, but precede it by Two Year Initial 
Term.” 

The annual rate for $10,000 with Double Indemnity 
is $88.10. After two years, the policy automatically con- 
verts to the permanent plan with a premium at age 30 
(if semi-annually, it is $108.10.) 

The Two Year Initial Term, as its name implies, is a 
temporary expedient—a device to make fairly certain 
that the insured does not contract chronic termititis. 
So much for term protection over a period of years. 
Surely we’ve shown that Doctor B’s only chance of 
proving the wisdom of his choice is to die far before his 
time. And that is certainly rather grim and bleak 
ground io stand on! 

Family income riders are often mentioned as a de- 
sirable device in connection with term. These are a 
somewhat modern insurance development with which 
many insurance buyers are not familiar. So let’s con- 
sider them. 

A family income rider usually provides that, if the 
insured dies, each month his family will receive an in- 
come, for a certain specified time, of 1% of the face 
value of the policy—and at the end of the income 
period the full face value of the policy. 

For example, Doctor C buys a $10,000 20-year term 
policy with a 20-year Family Income Rider. He dies 
exactly 15 years after he has purchased the policy. 
His beneficiary receives $100 a month for 5 years 
(the 20-years income period, minus 15 years). Then 
she receives the $10,000— in cash; or on an income 
basis, if she chooses. 

So it is clear that this 20-year Family Income Rider 
represents decreasing term insurance entirely. Riders 
are usually for a 10-year, 15-year, or 20-year period 
following the due date of the policy. Or, at least one 
company sells a Family Income Rider that runs until 
the insured’s age 65. Of course, the longer the time 
covered by the Family Income payments, the greater 
its cost. 

The large eastern company whose premiums are 
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usually used in these examples does not sell a Family 
Income Rider in connection with its Term policies, 
Apparently, the management believes that superim- 
posing decreasing Term (Family Income) on regular 
term is just too much of this type of insurance. 

To show the choices open, let us say that Doctor D, 
age 35, has decided to purchase a $10,000 20-payment 
life policy with a Family Income Rider. The policy, 
without any extra features, requires a premium of 
$397.40 annually. Double Indemnity, if added, costs 
$13.60 annually. 

Now here are the Family Income Riders available to 
him, together with the annual cost (in addition to his 
regular premium.) 


Family Income Period Annual cost 
10 years $28.70 

15 years 45.30 

20 years 66.10 

To age 65 124.00 


The $100 a month, should it become payable, is 
really made up (from the technical point of view) ap- 
proximately as follows: 


1. The proceeds of the permanent policy placed 

at interest (24%4%) to the end of the Income 

$ 18.50 monthly 
2. The decreasing term benefit paid out in month- 


This Family Income, while it is in effect, will pay for 
a minimum of three years. For example, suppose Doc- 
tor D selects the 20-year rider and dies in the 19th 
policy year. Then his family will receive a total of 36 
monthly payments—and the principal sum ($10,000) 
will be paid three years after the doctor’s death. 

Family Income Riders are not available at all insur- 
ance ages—although all of them are usually available 
from age 25 to age 45. Here is one table: 


Family Income Period Issue Ages Available 
10 years 30-55 

15 years 25-50 

20 years 18-45 

To age 65 18-55 


It is well to remember always that Family Income 
Rider protection is decreasing term insurance. The 
amount of protection decreases month by month until 
the end of the term when it has all evaporated. So have 
the premiums paid for the rider. As a rule, the rider 
premiums have not added a penny to the guaranteed 
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cash values, or the annual dividends, of the permanent 
policy to which the rider was attached. 

However, it must be acknowledged that an insured 
with a permanent policy with a 20-year Family Income 
Rider has only a mild case of termititis. At least, the 
major portion of his insurance investment is paying for 
permanent protection which, at the same time, is build- 
ing up a substantial reserve for him. 


To sum up this discussion on the dangers of “chronic 
termititis”: some people buy term insurance for tem- 
porary protection; or they use it for longer periods, 
but in a minor way. Others contract chonic termititis, 
and find it costly. If this discussion has made clear the 
differences between these two courses, and highlighted 
the dangers of the latter program, then its purpose has 
been fulfilled. 


of view.—PUBLISHER 


Although preceptorships for medical students at the University of Iowa usually cover a period of one month, 
David L. McClellan, a senior medical student, felt the program was so outstanding that he had his precep- 
torship extended to three months. The following is his evaluation of a preceptorship from a student's point 


THE PRECEPTORSHIP 


A Critical Assessment of Its Value in Medical Training 


BY DAVID L. McCLELLAN 
lowa City, Iowa 


[ HAVE JUST COMPLETED a three-month preceptorship 
with a general practitioner in Iowa. As a result of 
this experience, it seems both prudent and proper to 
spend some time assessing its value to me personally 
and also to medical education in general. 

In terms of learning the art of medicine, it would 
seem to me that the program has admirably fulfilled its 
purpose and thus is of inestimable value to the student. 
We, as students, are used to dealing with the very 
dramatic, the unusual, in human pathology. The com- 
monplace, and often vague, aches and pains, worries 
and problems of Jane Doe and John Smith are a new 
and often times bewildering experience to us 100 per 
cent scientific senior medics. However, after seeing 
these patients for even one short month while under 
the tutelage of an interested preceptor, we feel much 
better able to offer service to patients in the years to 
come when we will assume our place in the ranks 
of medicine. 

_The necessity of considering individual personali- 
ties, intellectual attainments, the economic levels and 
all the other facets that go to make up the whole 
Patient, assumed a far greater significance during this 
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summer. The resolving of all these factors gave me a 
true sense of worth and a deep feeling of warmth that 
I was really helping someone. 

While the obvious gains in our education con- 
cerning the art of medicine are easily recognizable, 
it would seem that training in the science of medicine 
has also contributed vastly to our experience. To me, 
learning to care adequately and satisfactorily for 
babies with colic assumes similar importance to learn- 
ing the treatment of a case of cryptococcosis, if only 
by virtue of the number of cases. By this I mean that 
learning to treat, in medical school, some disease that 
is unusual and possibly lethal is admittedly important. 
However, what the preceptorship can do for students 
at our level is to teach us to treat the commonplace 
maladies of the human body that don’t kill anyone, 
but which make them very uncomfortable and far less 
effective members of society. 


Long on Science, Short on Experience 


In substance, I feel that too often young doctors 
are long on science and short on experience, not 
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realizing that as a rule patients will be equally as 
grateful that we know how to cure their everyday ail- 
ments as they will be for our knowledge of the more 
remote in human diseases. This is, however, in no 
sense meant as a ridicule of either medical college edu- 
cation or the general doctor. I refer simply to the 
fact that the student can probably avail his medical 
training to better advantage by learning about the 
frequent, minor bodily ills of which he has little 
knowledge and less opportunity to learn about in a 
university hospital. While the major diagnostic and 
therapeutic problems seen in a school hospital are 
valuable, they will not constitute the bulk of the aver- 
age general physician’s practice. 

While there was adequate and ever-present oppor- 
tunity to apply many of the general and specific 
facets of our medical training during my preceptor- 
ship, I could not help but be impressed by the amusing 
revelation that patients don’t read textbooks. Seeing 
pathology in both early and acute stages, I found the 
patient often did not evidence very many of the classic 
signs and thus presented an entirely different diag- 
nostic problem, necessitating a somewhat altered 
approach on my part resulting in invaluable experi- 
ence. Seeing a doctor arrive at a diagnosis which in 
the process required considering not only the scien- 
tific side but also the patient’s time, comfort, eco- 
nomic status and personality, was a new and invaluable 
opportunity which, in my opinion, only could be 
experienced in a program like the preceptorship. 

Therefore, I feel that the science of medicine 
assumed a much larger and far more valuable position 
than most of us envisioned that it would. This was 
the first chance many of us had had to see, treat and 
have the responsibility for, such things as lacerations, 
furuncles, burns, lonesome elderly patients’ aches 
and pains and a multitude of other medical problems, 
both large and small, that are seen day after day in a 
doctor’s office and of which we knew too little. In 
spite of the fact that the art of medicine assumes a 
much more f-rominent position in private practice, 
I think mos. Jf us felt that the science of medicine 
did not suff-r, and that the two only were readjusted 
from our previous experience. 


Important to Self-Confidence 


Another very prominent aspect which must be con- 
sidered in any evaluation of the worth of the program is 
the new and entirely satisfying situation of true and 
sincere responsibility delegated to the student in terms 
of patient care. For about the first time, the student is 
given that feeling of true worth after all his years of 
training which is eminently satisfying to both his own 
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ego and more important to his own self-confidence, 
Most of the preceptors gradually let the student as. 
sume more and more responsibility as he proved him- 
self worthy of the doctor’s confidence. Thus the 
student gained so much more from the month than 
would be possible by merely allowing him to be an 
interested observer. Evidently, only a small minority 
of preceptors did not allow the preceptee much 
chance to exercise his own abilities. This latter point, 
it would seem to me, should be cautiously guarded 
against in the future, because only by giving the stu- 
dent an adequate opportunity for responsibility of 
patient care can he gain the full value of the time 
spent on the program. I feel it is a fair assumption 
that a majority of the students will err far on the 
side of overconservatism rather than foolhardiness, 

In a program such as this where the student is 
actually taking part in the practice of medicine, mixed 
effects will be evidenced on the participants. As the 
class embarked on the summer and their preceptor- 
ships, I would say they could be divided into three 
categories, namely: those that were definitely inter- 
ested in general practice, those that were definitely 
interested in a specialty, and those that were mildly 
interested in both but essentially undecided either 
way. As a result of my observations of 12 close ac- 
quaintances whom I would judge to be typical, | 
would analyze their reactions as follows: Most of those 
uninterested in general practice retained their desire 
to specialize. Almost all of those interested in gen- 
eral practice were influenced to a definite decision to 
enter it. Those who were essentially undecided were 
to a great percentage influenced to very strongly con- 
sider entering general practice. Speaking personally, 
and placing myself in this latter category, I found 
myself definitely deciding that I would be very happy 
to pursue general medicine. To say the least, this is 
a rather profound change in opinion which I would 
attribute almost solely to the experience on my pre- 
ceptorship. 


New Respect for General Practitioners 


For all students, whether interested in general 
medicine or not, the program gave a new insight into 
the difficulties and profound problems constantly 
plaguing a general practitioner. It gave each of us a 
new respect for the man who must care for the “whole” 
patient and who is required to be a specialist of a 
sort in all fields. I think now the students generally 
recognize the general practitioner as the “first line” 
in the defense against disease and thereby his stature 
has been impressively raised among students who are 
only accustomed to being associated with specialists. 
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It became readily apparent to me that the Family 
Doctor, far from being a factor of the past, was an 
integral and much needed member of the team of 
medical science, and what was more gratifying, was 
desired by a great majority of the patients. 

With so many fields of medicine to encompass, a 
general physician requires a broad clinical background 
and thus the idea of a general practice residency 
assumes far more importance than I had ever realized. 

Living with a physician, learning what it is like 
to be called in the middle of the night, how to live up 
to the responsibilities infixed in the social position of 
a doctor in a community, and many other facets of just 
the everyday living of a doctor’s life were all invaluable 
moments that could have been only derived from a 
program such as this. 

Further, I feel we are now far better equipped to 
being a practice on a sound and intelligent basis, 
economically speaking, by virtue -of seeing firsthand 
just how the business aspects of medicine are carried 
out. 

As far as judging the preceptorship as a teaching 
technique, one would have to be cautious in defining 
what criteria were to be used. It is obviously not a for- 
mal teaching situation and thereby must not be 
criticized for failing therein. However, it should pro- 
vide at least an informal teaching program geared to 
what are obviously known to be inadequacies in the 
student’s knowledge by virtue of the problems self- 
contained in a medical college curriculum. It would 
seem to me that the preceptor should carefully guard 
against assuming that by merely allowing the student 
to see a patient he is getting all that can be gained 
from the program. The senior medic is still a student 
and this program is an integral part of his education. 
Thus, as a result of a doctor accepting a student, he 
assumes the responsibility for a part. of a future doc- 
tor’s education. Therefore, it would seem advisable 
for each preceptor to be furnished with a basic list of 
medical problems to be discussed informally with the 
student. This list might contain such items as band- 
aging, how to make house calls, criteria for judging a 
town in which to settle, methods of eliciting a short 
and precise history, how to finance a beginning prac- 
tice, and numerous other subjects both scientific and 
otherwise about which the student has little or no 
information. 

This list could also include the obvious subjects of 
public relations, the economics of medical practice, 
and medical subjects which had evidenced themselves 
throughout the day. This is in no way an attempt to 
deprive the student-doctor relationship of the spon- 
taneity on which it has thrived in the past years. 
Rather, it is an attempt to interject systematization to 
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the program for the mutual benefit of the parties 
concerned. It all presupposes a consistent effort and 
sincere initiative for learning on the part of the student. 
Only in this manner can the student expect a busy 
physician to give valuable hours of his time so that 
the student may someday be a better doctor. 


Final Success Depends upon Preceptor 


Finally, the program will in all probability succeed 
or fail to a great extent on the basis of the quality of 
the doctors concerned. It must be realized that not all 
physicians are suitable for such a plan. In the choosing 
of participating members the medical profession will 
have to carefully evaluate each doctor’s qualifications 
in order that the best available physicians are utilized. 

In summary, I feel this program has been eminently 
satisfactory and completely successful, at least from 
the student’s point of view. I felt the program to be so 
excellent that I extended my stay to three months, and 
I have been very happy that I was there for that period 
of time. My only regret was that I could not continue 
the stay longer. 

Speaking for the medical class of 1955, I extend 
our appreciation to the physicians of the state of Iowa 
for their generous and selfless cooperation that this 
program might succeed. 


INCOME TAX [7] 
| ADJUSTMENTS 


“This may hurt a little, doctor.” 
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SUPPLIERS PET PEEVES 
ABOUT DOCTORS 


BY ERNEST W. FAIR 


**SomeTiMEs I think doctors go out of their way to make 
it rough for us to be of service to them,” a supplier to 
the profession told us recently. “If they only knew a 
little about our problems and honestly tried to help us 
in being of service to them, both of us could do business 
a lot easier.” 

We asked him what these “peeves” of his were. He 
told us. We asked other suppliers—an even dozen— 
about their pet peeves. They also volunteered an inter- 
esting list. Some were just problems about which neither 
doctor nor supplier could do much. We sifted those 
out of our list. 

In paragraphs to follow are the remaining “peeves” 
and suggestions which should interest every doctor 
who wants more and better service from his supplier at 
less cost. 

Waiting Until the Last Minute To Order. Anticipa- 
tion of needs well in advance and placing orders ahead 
of actual need is something desired by every supplier 
of his customers. It enables him to plan his own buying 
and inventory, handle orders without hurry to assure 
their being filled properly, and avoids extra costs in 
special shipping. 

Many grievances among suppliers arise from such 
hurry-up orders wherein mistakes are made. The sup- 
plier may not have the needed item on hand but it is in 
shipment, and transportation facilities do not permit 
getting the goods to the doctor as quickly as he desires. 

Too Many Small Orders. Doctors complain about 
costs on such orders and seldom realize the major fac- 
tor is extremely high shipping charges on such small 
orders. Minimum parcel post, express or freight charges 
make the goods more costly to the customer than they 
should be. 

Suppliers also point out that customers who insist 
on lower and lower prices fail to realize these are al- 
most impossible to provide on very small orders. Han- 
dling charges eat up such margins. It is just as expen- 
sive for a supplier to handle a single item as it is a dozen 
in most cases and the fixed handling charge for the 
order must be applied in such instances. 
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Lack of Information in Orders Sent Direct. Wien a 
salesman takes an order he makes certain that all in- 
formation on the required item is placed on the order 
blank but many doctors order with only the barest 
specifications and then leave it to the supplier to guess 
the rest. 

Often this results in returned merchandise which is 
one of the average suppliers most costly items of ex- 
pense. The doctor himself is seldom happy as he usu- 
ally has an immediate need for the item. Both parties 
are therefore made unhappy by such lack of informa- 
tion on the original order. 

One supplier suggests a remedy : “If each of our cus- 
tomers would just put himself in the place of the clerk 
who fills his order at our house and ask himself what 
information that man will need to send out the right 
merchandise, then I’m sure we would have less of this 
trouble and everyone would be much happier.” 

Demanding Quantity Discounts on Small Orders. No 
supplier blames any doctor for trying to obtain the best 
possible price on each order; he does the same thing 
when he is dealing with his sources. 

However, no supplier ever feels happy about the 
doctor who insists on dozen prices when ordering a 
single item. They point out that if the customer would 
just understand the reason for quantity discounts all 
such disagreements could be avoided, i.e., fixed over- 
head applies to every order, if it can be spread in han- 
dling a dozen instead of a single item a discount is 
definitely in order, otherwise it is almost impossible to 
give. 

Too Much Shopping Around Among Suppliers. Prob- 
ably this “beef” arises chiefly because each individual 
supplier would like to have all of the business he could 
possibly obtain. There is, however, a little justification 
in this complaint. It goes back to the high cost of han- 
dling small orders; a high cost that is shared partly by 
the doctor and partly by the supplier. 

Biggest advantage to the doctor in placing most of 
his orders with one supplier is that he can attain a 
“preferential customer” rating in so doing. Suppliers 
naturally look out for the interest of their best custom- 
ers first. 

Unreasonable Credit Requests. Suppliers point out 
that many doctors fail to realize they are not in the 
finance or banking business; that they too must have 
money on hand the first of every month to pay their 
bills. The normal credit facilities they have set up for 
their customers have been granted to them by their 
own sources of supply; when customers abuse this 
credit then the supplier has to take up the slack with 
his own resources. 

Suppliers point out that doctors who need such ex- 
tra financing help should seek it at their local banks 
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first—then deal with their firms. Some even point out 
that if doctors will arrange for such facilities in ad- 
yance they can sometimes provide them but they too 
must have time to make plans and not be expected to 
grant such extra credit service after the order has been 


filled. = 
Requests for Unavailable Speed in Order Filling. 
Almost every supplier suggested that no one would 
have any difficulty on this score if their customers ; ( 


would first acquaint themselves with the available 
means of transportation and the time involved before 
calling for such rush shipments. 

Nearly all such complaints from our customers 
arise through no fault of our own,” one supplier ex- 
plained. “‘A customer calls in an order for which he 
has urgent need. In our house it is filled within the 
hour and delivered to the transportation facility. Then 
there is often a big time lapse before the customer re- 
ceives his order because of schedules. It seems as 
though customers never stop to think of this cause. 


“If each customer would acquaint himself with the a oe 
schedules and transportation times of the services that ~ 
cover his community from our city and select the best 
from his local level, then inform us how to ship when 
he calls in an order ... well, there would be few 


squawks on this score.” 

Expecting Immediate Delivery on Scarce Items. Usu- 
ally a scarce item is scarce all down the line. Blaming 
the supplier for this situation is usually unfair. His 
own best business interests are in his having every- 
thing possible available. When something is in short 
supply throughout the profession the doctor can be 
sure the supplier is just as anxious to obtain it from his 
source as the doctor. 

Most suppliers point out that customers stand less 
chance of being disappointed if they will order such 
items well in advance of their actual need so that they 
can be assured of delivery at that particular time. 

Abuse of Salesmen’s Time. The bane of every supply 
salesman is the customer who gets a huge satisfaction 1 
from stalling his order as long as he can just to annoy SS A 2, i? 
the salesman or fails to realize how important time is a 
to that salesman. a 

Each supplier salesman has so many calls to make in < 
a given period of time if he is to be of best possible serv- GLoOsz - | 
ice to each doctor. When one such customer takes up : 
three times the period necessary to handle the order eis 2 
then two other customers must suffer or cannot be + 
serviced on time. 

On the other hand the individual most beloved by all i! | 
supplier salesmen is the one who always has his order 


PAS 
teady, spends a few minutes of pleasant talk, and lets : 
the salesman go on his way to take care of the needs of y ——| ——$__——4 
other customers in that area. goad 


Usually a scarce item is scarce all down the line. 
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NLY with the issuance of the Francis 
( report will the medical world know 
whether it is at the threshold of mass- 
prevention of paralytic poliomyelitis. 
In anticipation of this momentous re- 
port, Wyeth Laboratories is engaged 
in production of the Salk-type vaccine. 
It is proud to link its facilities with the 
brilliantly coordinated national action. 

Mass-immunization requires mass- 
production ofthe vaccine. Wyeth Labo- 
ratories’ part in this challenging task 
is met by its Biological Laboratories 
at Marietta, Pa. Here, the 
Salk-type vaccine is pro- 
duced in constantly in- 


important announcement 


Laboratories 


creasing quantities. When licensed for 
use by the National Institutes of Health, 
substantial amounts will be ready for 
the 1955 program of the National 
Foundation, as well as for the re- 
quirements of physicians in private 
and public-health practice. 

In serving those who may receive 
protective vaccination, Wyeth Labora- 
tories takes pride in participating in a 
venture of such promise to human 


Harry S. HowarD 


President, Wyeth Laboratories 
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Growth and Development of Children. 2nd ed. By Ernest H. Watson, 
M.D. and George H. Lowrey, M.D. Pp. 296. Price, $7.00. 
Year Book Publishers, Inc., Chicago, 1954. 


Tuis 1s a compilation of the essential facts about child 
development from the “gleam in the father’s eye” to 
adolescence. It sacrifices readability to reference ability 
and, as such, is filled with statistics, charts and graphs. 

The section on prematurity is especially good, but is 
probably more detailed than is necessary for use by the 
general practitioner. The same comment holds for the 
section on osseous development. However, the section on 
behavior development serves as an excellent yardstick for 
charting patterns of growth, since it emphasizes the norm 
only as a basis for comparison. 

The illustrations are compiled chiefly from other text- 
books and from journals and are too factual to be of much 
help for ready reference. 

In short, this is really a book for the pediatrician. 

—R. ADELAIDE DraPER, M.D. 


Principles of Internal Medicine. 2nd ed. Edited by T. R. Harrison, 
eal. Pp. 1,703. Price, $16.00. The Blakiston Company, Inc., 
New York, 1954. 


Tue ust of contributors to this volume reads like a ‘‘who’s 
who” in the medical world. I deeply regret that the authors 
did not see fit to invite a few paragraphs of advice on pa- 
tient-doctor relationship from any one of several of our 
better known general physicians. 

This volume covers all phases of the practice of medicine 
beginning with the “Approach to the Patient” and ending 
with section seven, ‘The Nervous System.” The printing 
and arrangement in the two-column page make for easy 
readability and eliminate the necessity of cross-scanning 
the entire page with each line read. Illustrations presented 
are only fair and could readily be improved with more 
contrast instead of the washed-out appearance. The photo- 
graphs of x-rays are poorly done. The color plates are 
excellent. 

_ In the preface to this second edition the authors wisely 
instruct the reader, whether he be medical student or 
junior physician (do they mean intern?), how to use this 
text. I concur with the authors that if the student or intern 
1s to get the most out of this fine book, he should by all 
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means follow their suggestion for its use, that is, relate 
specific clinical problems encountered at the bedside, 
rather than attempt to read it through from the beginning 
to the end. 

I feel that this book accomplishes its mission for medical 
students and interns very well, but the practicing physician 
would want more comprehensive chapters or volumes 
rather than having to refer to and fro in a text. 

—I. FROHMAN, M.D. 


Myocardial Infarction. By Irving S. Wright, M.D., Charles D. 
Marple, M.D. and Dorothy F. Beck, Ph.D. Pp. 656. Price, 
$8.50. Grune @& Stratton, New York, 1954. 


Tuis 1s a report of the Committee on: Anticoagulants, 
created by the American Heart Association, and reflects 
that committee’s findings in the matter under study. 

Following publication of various reports from 1941 to 
1946 of small numbers of cases of coronary occlusion and 
myocardial infarction treated with anticoagulants, it was 
deemed advisable by the officers of the American Heart 
Association to establish a committee on anticoagulants 
with the mission of evaluating this form of therapy. This 
was done early in 1946. A preliminary report based on 
results of this study in 800 cases was published in 1948. 
This final report consists of reports of 1,031 cases and 
bears out in general the findings of the earlier report, 
Sixteen hospitals with well-supervised cardiac services 
agreed to cooperate in this study. Careful criteria were 
set out for diagnosing definite myocardial infarction. The 
instructions for treating or not treating a given case with 
anticoagulants were as follows: “‘If a case (patient) is ad- 
mitted on an odd day of the month, anticoagulant therapy 
will be started. If a case is admitted on an even day of the 
month, no dicumarol or heparin will be given. Neverthe- 
less, daily prothrombin times are to be done.” 

Many precautions were taken to insure that the sample 
selected for anticoagulant therapy was truly a random one. 
The authors are frank to point out that certain nonrandom 
influences may have crept into the statistics, but not to 
such an extent as to vitiate the method or the conclusions 
reached. 

An investigator in each hospital collected the reports 
and sent them to the central Jaboratory, the designation 
of the New York Hospital Vascular Disease Research 
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Laboratory, of which Dr. Irving S. Wright, the senior 
author and committee chairman, is director. These reports 
were all reviewed carefully, and if any question arose about 
them, they were sent back for more data or explanation, 
or in some cases excluded from the study. No patient 
dying within 24 hours of admission was included, because 
of insufficient data in history, laboratory, and particularly 
because, if given anticoagulant therapy, it would not have 
had time to exert effect. 

The first four chapters deal with the origin and method 
of execution of the plan and would be of more particular 
interest to research workers in the field, or for use as a 
model in testing out other forms of therapy. Chapters 5 
to 10 are of particular clinical interest and trace various 
factors in the onset, symptomatology and complications 
which may have a bearing on the response to treatment. 
These are all correlated with regard to whether or not 
anticoagulant therapy was used. Many incidental findings 
and correlations presented themselves with this mass of 
material, and these also are reported in tabular form. 
Wherever possible, tabular comparison is made of this 
series of cases with previously published reports. 

Chapters 11 to 13 point out some factors on prognosis, 
which should be guarded in all these cases regardless of 
treatment, regulation of prothrombin times and reports of 
autopsy findings. 

Valuable statistical tables are found in the back of the 


- book, one of the most interesting of which is Appendix 


Table 91, “Comparison of Clinical and Autopsy Findings 
on a Case Basis,” in which are tabulated the essential data 
of sex, age, whether treated with anticoagulants or not, 
clinical diagnosis, autopsy findings and special circum- 
stances attending the mode, type or time of death in 91 
cases which came to autopsy in this series. 

Other special tables and directions are: 

A Comparative Evaluation of Tromexan and Dicumarol 
in the Treatment of Thromboembolic Conditions—based 
on experience with 514 patients. 

Methods for administration and dosage of Dicumarol 
heparin and Tromexan. 

Method for determination of prothrombin clotting time 
(Link and Shapiro modification of Quick method). 

A reproduction of the ‘Schedule and Instructions” mde 
cut for each patient. 

There is no quick summary possible for a monumental 
piece of research of this kind, but I believe Dr. Wright 
and his committee have made these points stand out: 

1) Anticoagulant therapy may be of great value in 
myocardial infarction. Its effects are so marked as to justify 
giving all such patients its protection regardless of age 
and sex. 

2) Lessening of further thromboembolic episodes is shown. 

3) Anticoagulants do not succeed in eliminating the 
upward trend in complication rates with advancing age. 

4) Proper laboratory control is essential. 

5) Serious bleeding from anticoagulants is very in- 
frequent. 

6) Treatment should be continued for from four to six 
weeks, minimum. 
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There is a very good and extensive bibliography of 267 
titles, most of which have direct application and add much 
to the value of the book. Dr. Wright and the members of 
his committee, the cooperating hospitals and the American 
Heart Association are all to be congratulated on the out- 
sanding piece of research summarized in this volume. 
Indexing of such a work needs to be comprehensive, 
credit for which is given Mr. Harry Ellis. 

This book contains much valuable statistical data, and 
should be very valuable for the cardiologist and internist— 
not so much for the general practitioner, unless he has a 
particular penchant for cardiovascular diseases. He would 
doubtless like to find it in his hospital or medical society 
library where he may use it as a reference work for its 
tables, techniques and methods, for which use it is ideally 
suited, —Exton R. CLARKE, M.D. 


Synopsis of Obstetrics and Gynaecology. 11th ed. By Aleck W. 
Bourne. Pp. 536. Price, $5.00. The Williams ¢ Wilkins Co., 
Baltimore, 1954. 


As CLEARLY STATED in the preface to both the first, and this 
the eleventh editions, this is essentially a handbook com- 
piled to set up the principal points of obstetrics and 
gynecology in outline form, simply and concisely, for 
students preparing for examinations, or for others needing 
quick references. The current eleventh edition has been 
re-edited to bring the subject matter into accord with 
modern thinking, and the fact that it has gone through 11 
printings stands as testimonial to the achievement of its 
primary purpose. 

The material encompassed under the various headings 
is surprisingly complete for such a book. The subject 
matter is well indexed, the book contains a fairly generous 
sprinkling of small illustrations, but in general the type 
is small and somewhat difficult to read. More boldfaced 
type would have been an asset. 

This reviewer feels that, although this book would serve 
an admirable function to anyone about to take a general 
examination on the subjects of obstetrics and gynecology, 
an easier reading, essay-type book would be the type most 
likely to be chosen for the library of a general practitioner. 

M. Sprout, M.D. 


An Atlas of Congenital Anomalies of the Heart and Great Vessels. 
By Mayo Clinic Staff. Pp. 202. Price, $13.50. Charles C 
Thomas, Springfield, Ill., 1954. 

Here 1s a volume which not only bursts with information 

but is one of the most artistically created medical books 

ever published. 

Originally, this atlas was conceived as a second edition 
to the 68-page monograph on the subject of congenital 
heart disease published in 1948 by the group from the 
Mayo Clinic. However, the increasing knowledge con- 
tbuted by physiologic studies has made this expanded 
volume necessary. In addition, many additional congenital 
malformations are included. 

Thirty anomalies are presented with the general format 
of a brief discussion of the main features of the entity, a 
model illustrated in the form of color plates, the opened 
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gross specimen from which the model was prepared, a 
diagram showing the intracardiac circulation, a case his- 
tory and an x-ray of the chest. Whenever pertinent, there 
is shown electrocardiogram, an angiocardiogram and 
physiologic data obtained by such techniques as cardiac 
catheterization, oximetry, dye-dilution methods and intra- 
arterial pressure studies. 

The final section is devoted to a useful bibliography in 
which the references are arranged chronologically and 
according to each of the most important types of congenital 
cardiovascular disease. 

This book should be welcomed by all physicians con- 
cerned with the problems of heart disease, whether in- 
ternists, pediatricians or general practitioners. 

—Sor Katz, M.D. 


Public Relations in Medical Practice. By James E. Bryan. Pp. 293. 
Price, $5.00. The Williams ¢ Wilkins Co., Baltimore, 1954. 


Back in the mid-thirties this reviewer, as executive secre- 
tary of a small but dedicated county medical society, was 
struggling to put into practice an ambitious program in 
public relations. 

As publisher-editor of the society’s monthly publication, 
he was endeavorin, io establish a new type of nonscientific 
medical journalism. Through it he hoped to alert the medi- 
cal profession to some of the profoundly important lessons 
to be learned from social psychology and other disciplines. 


Of these concepts the average doctor was arrantly iy:orant 
and consequently hostile. 

We had few contemporaries. In the entire country. there 
weren’t, in that day, more than a dozen men devwoied to 
such a cause or even engaged in a similar job. But one who 
stood out among these few was James E. Bryan (Ned to his 
intimates), author of Public Relations in Medical Practice 
published recently by Williams and Wilkins. 

In those days his scholarly, discerning and courageous 
essays in the Bulletin of the Westchester County (N. Y.) Medi- 
cal Society were a cynosure for all who believed that medi- 
cine’s relations vis-a-vis the public were due for some re- 
medial attention. 

Jim Bryan was a gifted writer, with a true liberal’s pene- 
tration and an honest desire to do a job he knew needed 
doing. His provocative editorials were widely reprinted. 
(The frequency with which he reprinted in his bulletin our 
own editorials and essays was a flattering form of praise.) 
From that day, Mr. Bryan’s views have had a part in shaping 
the course of American medicine’s public relations. His 
prescience was not always appreciated by those in authority, 
but the intelligent and professional approach which charac- 
terizes, for example, the present public relations program 
of the American Medical Association is the sort of thing 
Mr. Bryan contended for more than 20 years and several 
blunders ago. 

Those early convictions and that long experience are 
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happily culminated in this well-written book. It is, we be- The publishers have produced a book that is easily 
lieve, the best on the subject. Every doctor, young or old, —_—read, using a good quality of paper and varying sizes of 


engaged in private practice, can profit from reading it. A _ type to conform with the outline method of presentation. 
book of this nature is often recommended for the “young” If we judge this reference work by the adequacy of the 
practitioner; our views tend in the opposite direction. We _ index, it rates a superlative. 

believe the young practitioner is more attuned to the atti- Any doctor who uses any form of nerve blocking would 


tudes and personal reactions of his patients than ishisolder —_ be wise to add this valuable book to his library. General 

colleague who has built up a successful practice and who _ practitioners in particular will find it a practical and easily 

may have fallen into the lazy habit of regarding his patient followed guide to better nerve blocks. 

as a case instead of a person. —D. Wuson McKIntay, M.D. 
This is a good and a valuable book. For those whose libra- 

ries include such works, it should take a place on the shelf Current Concepts in Digitalis Therapy. By Bernard Lown, M.D. and 


alongside Dr. Stanley Truman’s The Doctor, Theodore Samuel A. Levine, M.D. Pp. 135. Price, $3.50. Little, Brown 
Wiprud’s The Business Side of Medical Practice, Dr. Joseph and Co., Boston, 1954. 

Garland’s The Physician and His Practice, and Dr. George THE auTHoRs present the latest knowledge on digitalis 
Wolf's The Physician’s Business. —Mac F. Canar action at the level of electrolyte changes. This puts digitalis 


oA : therapy on a rational basis in relationship to current under- 
Nerve Block. By John Adriani, M.D. Pp. 265. Price, $6.50. Charles standings of sodium restriction, mercury diuresis and 


C Thomas, Springfield, Ill., 1954. other means of ion exchange. In accomplishing a review 
Tue auTHoR, Dr. Adriani, has started from the realistic of laboratory and clinical studies that delve into the newer 
premise that many doctors are finding nerve blocks a neces- _radioactive methods, Lown and Levine have maintained a 


sary part of their armamentarium for diagnosis and treat- —_ completely practical point of view. 

ment, in addition to their time-honored use for surgical Increasing incidence of digitalis toxicity becomes readily 
procedures. Hence, he has written an excellent book, understandable. Methods of individualizing digitalis dosage 
starting as a primer giving detailed information in outline _in relation to other forms of cardiac therapy are discussed. 
form and supplementing with illustrations for all the com- _ Prevention of toxic reactions, and, more important, rapid 
mon nerve blocks and many of the less common procedures. __ bedside differentiation between over- and underdigitali- 
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MURPHY'S 


“MEDICAL EMERGENCIES” 


Those conditions that strike with dramatic suddenness 
—and must be diagnosed and treated quickly—they 
are thoroughly discussed by Dr. Francis D. Murphy, 
and his five associates, from their very full experience 
and special studies in this field. 

The notes on clinical diagnosis are especially help- 
ful in planning correct management of each emergency 
case. Dr. Murphy furnishes treatment and care in 
great detail, avoiding unessentials and stressing 
modern therapeutic aids. 

The Fourth Edition offers important new material 
on metabolic disorders, tropical diseases, diseases of 
heart and liver, the antibiotics. 


OVER 600 PAGES, ILLUSTRATED © $7.50 
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Give Your Young Patients 


“POP TOY” 


for 
DOUBLE PLEASURE 


A POP.....to eat 
and 
ATOY....to keep 


wins you 


CONFIDENCE and 
CO-OPERATION 


CHILDREN WILL BE ANXIOUS 
TO SEE YOU—WHEN THEY ARE 
SURE OF A TREAT LIKE THIS! 


SAVE DOLLARS IN TIME WITH PENNIES IN “TREATS” 
THE LOLLIPOPS—tasty, pureand THE TOYS—are miniatures of 
delicious. They have paper safety tools, sports equipment and 
sticks, come in a variety of flavors autos. Molded of tough plastic, 
and are sanitary wrapped. they come in a variety of colors. 
PRICES 
“POP 'n TOYS” - Stock #PT-200 ..400 for $9.00 postpaid 
POPS postpaid 


alone - - - Stock #P-100 ....400 for $4.00 
TOYS alone - - - Stock #T-100 ... .400 for $4.00 postpaid 
(“POP 'n TOYS" are packaged 1 Toy and 
1 Pop in a glassine envelope.) 

SATISFACTION GUARANTEED OR MONEY REFUNDED 
Order NOW. Prompt deliveries. Send check or money order today. 
Write for our Circular showing complete line of Charms 

Miniature Toys for all give-away purposes. 
DITTO CASTING CO. 
152 Riverdale Ave., Dept. GP-4, Yonkers, N. Y. 
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zation in the critical case are detailed. Llustrative case 
reports are used to clarify a new technique for this latter 
addition to the physician’s armamentarium. The contents 
of this book should be familiar to every physician who 
treats diseases of the heart. —Austin B. KRAABEL, op. 


The Treatment of the Alcoholic. By Fritz Kant, M.D. Pp. 130. Price, 
$2.50. Charles C Thomas, Springfield, Ill., 1954. 


THis BOOK is of interest not only to the medical profession, 
but to judges, ministers, social workers and others in con- 
tact with the problem of alcoholism. It is clearly and con- 
cisely written. It is not a deep scientific work, but is, rather, 
practical and filled with common sense. The type of sug. 
gestions carried in this book will encourage the family 
physician to take over his responsibility to the patient and 
the community with a tolerant and understanding treat- 
ment of the alcoholic. —Anprew S. Toms, M.D. 


The Clinical Use of Corticotropin, Cortisone and Hydrocortisone in 
Eye Disease. By Dan M. Gordon, M.D. Pp. 88. Price, $3.75. 
Charles C Thomas, Spring field, Ill., 1954. 

Tuts Book, 80 pages of comparatively easy reading, rep- 
resents a concise monograph on the present-day status of 
the treatment of acute and chronic diseases of the eye with 
corticotropin, cortisone and hydrocortisone. The book is 
well illustrated with “before and after treatment”’ pictures 
of clinical cases. Suggested dosages and the drug of choice 
are given for different disease entities. Case histories pre- 
sented are short, concise and informative. 

This book will serve as a handy reference for the gen- 
eral practitioner who treats diseases of the eye and has the 
ability to distinguish the common as well as the rarer dis- 
eases of the eye. Those specializing in diseases of the eye 
will profit greatly from this current study of the hormonal- 
steroid drugs in the treatment of eye diseases. 

Due to changing status of hormonal-steroid therapy, as 
research and clinical trial progresses, I feel the value of this 
book will be limited in its time element of service. 

—Joun E. Foster, M.D. 


The Management of Endocrine Disorders of Menstruation and Fertility. 
By Georgeanna Seegar Jones, M.D. Pp. 198. Price, $5.75. 
Charles C Thomas, Springfield, Ill., 1954. 

IN THE FOREWORD is found an excellent summary of this 
very well-written and practical book: “This book is written 
for the medical student and physician, be he specialist or 
practitioner, who wishes in one place a brief review of 
the endocrine physiology of menstruation and fertility, 
as well as a survey of the principal endocrine disorders 
affecting these functions.” 

The book is divided into two parts, the first dealing 
concisely with 1, Terminology ; 2, Definition ; 3, Chemistry; 
4, Assay methods of each of the hormones. Since the book 
is written for the practitioner, and not the biochemist, this 
entire subject is covered in some 60 pages, but done so 
well that it can be easily assimilated. 

The second part of the book, another 95 pages, deals 
with application of the several endocrines to the particular 
pathologic condition. 
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The book is well written, concise and practical. I think 
it would be a valuable addition to the library of any general 
practitioner who is interested in endocrinology. 
—Robsert M. Myers, M.D. 


Modern Diagnosis and Treatment of the Minor Venereal Diseases. 
By Orlando Canizares, M.D. Pp. 131. Price, $3.75. Charles 
C Thomas, Springfield, Ill., 1954. 


Tuis 131-PAGE BOOK gives the latest data on the scientific 
diagnosis of chancroid, granuloma inguinale and lympho- 
granuloma venereum. The text is precise and authoritative. 
Dr. Canizares is a dermatologist by specialty and is also 
recognized as an authority on tropical skin diseases, 
parasitology and venereology. This background makes him 
exceptionally well suited to write such a text. 

For the doctor in active private general practice, who 
sees these diseases only rarely, the book is too all-encom- 
passing. However, for the public health doctor, port 
surgeon or venereologist, the book is a monograph on the 
most modern approach to diagnosis and treatment of these 
diseases. —A. Ropert NERING, M.D. 


Menorrhalgia: Menstrual Distress. By William Bickers, M.D. Pp. 
97. Price, $2.75. Charles C Thomas, Spring field, Ill., 1954. 


THE ENTIRE FIELD of menstrual distress is adequately cov- 
ered by this handbook. Not only is the physiology of men- 
struation with its hormonal balance or imbalance discussed, 
but the chemical and electrolyte changes are reviewed. 

The three divisions of the body of the book concern men- 
strual cramps, premenstrual tension and pelvic vascular 
congestion, with an adequate discussion of stress factors, 
hormonal intercepters and exciters and the physiodynamics 
of this syndrome. 

In therapy, the various drugs from antihistamines through 
vasodilators and physiotherapy, even to vitamins, are dis- 
cussed. Surgical intervention is also briefed. And finally, 
clinical evaluation with treatment recommended by this 
author is given. 

This book furnishes a valuable review and presents as 
well a quick reference to the entire problem of menstrual 
distress. It should be a valuable addition to the general 
practitioner’s library. —KENNETH GLOVER, M.D. 


Also Received 


Although GP endeavors to publish as many reviews of 
books as possible, space will not permit the review of all 
books received from publishers. 


George and John Armstrong of Castleton. By William J. Maloney, 
M.D. Pp. 116. Price, $4.00. Williams e Wilkins Co., Balti- 
more, 1954. 


Renal Function. Transactions of the 5th conference. Edited by Stanley 
E. Bradley, M.D. Pp. 218. Price, $3.75. Josiah Macy, Jr., 
Foundation, 1954. 


Sentence Completion. By James Q. Holsopple and Florence R. 


Miale. Pp. 177. Price, $5.50. Charles C Thomas, Springfield, 
Ill., 1954. 
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Prentice-Hall, Inc., extends a Special Invitation 
to Readers of GP Magazine— 


HOW TO LIVE 
365 DAYS A YEAR 


by John A. Schindler, M.D. 
Chairman, Dept. of Internal Medicine, 
The Monroe Clinic, Monroe, Wisconsin 


In your treatment of patients having 
an “Emotionally Induced Illness,” 
you will find this new book a great 
time-and-work saver. It is the first 
book published which adequately 
explains “Emotionally Induced IIl- 
ness” to the patient and at the same 
time shows him how to get over it. 

Any kind of directive psychother- 
apy would require hours and hours 
of your time. This book can be giv- 
en to the patient, and it will provide 
him with a clear understanding of the causes of his 
emotional imbalance. Moreover, it will provide a 
definite program for the patient to follow to achieve 
emotional stasis. The method of treatment outlined 
in the book has been very successful in a large number 
of patients. 


DAVID P. BARR, M.D., Physician-in-Chief, New York Hospital, 
and Professor of Medicine, Cornell University Medical College, says 
of this book: “Simple, deeply understanding, wise—should be helpful 
to thousands of people who bave not hovendt the lessons of adjustment.” 
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System 
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® Why Good Emotions Are Your Best Medicine 

* How to Control Your Superficial and Fundamental Emotions 

*® How to Achieve Emotional Stability 

* Twelve Principles to Make Your Life Richer 

* How to Have Emotional Stability in the Family 

* How to Attain Sexual Maturity 

® What to Do When Your Work Is Giving You the Jitters 

* How to Be Happy in Your Aging Years 

* How to Fulfill Your Six Basic Needs 
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Space Bite at Headquarters Heightened by New Projects and Mail Deluge 


GP Moves to New Home Near Academy Headquarters Office 


New PROJECTS, plus an avalanche of mail, put an even 
higher premium on space in the headquarters office 
and made it necessary to move the GP editorial, pro- 
duction and accounting staffs to a nearby building 
which the Academy has leased pending completion of 
the new headquarters office. 

Answering the deluge of mail prompted by the Feb- 
tuary Reader’s Digest article still requires the full time 
of an ad hoc department set up to acknowledge the 
thousands of inquiries from people who want a family 
doctor. The article, authored by science writer Paul 
de Kruif and entitled “Family Doctor: Model 1955,” 
pointed out that the Academy would furnish a list of 
general practitioners in any community. Seventy-two 
hours after the first magazines were mailed, telegram, 
telephone and mail inquiries flooded the headquarters 
office. Three weeks later, they were still arriving at the 
rate of more than 500 a day. These inquiries are being 
answered on a first-come-first-served basis. 

To cope with this fantastic deluge of inquiries, the 
Academy reprinted pages from the recently-published 
membership directory, purchased special collating 
equipment, and organized a complete prompt-reply 
department. The reprinted membership directory pages 
occupy 360 slots in the collating racks. Members of 
the special department read each letter, decide which 
covering reply letter is appropriate, and pull the di- 
rectory page listing Academy members in the com- 
munity mentioned. 

To date, it has been impossible to estimate the total 
number of inquiries the Academy may receive. Guesses 
range from 100 to 175 thousand. Each month, more 
than 17 million people see the current Reader’s Digest. 
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A | per cent response, based on the magazine’s circu- 
lation, would mean an eventual total of 175,000 in- 
quiries. Unlike many publications which stimulate only 
momentary reader interest, the Reader’s Digest does 
not require immediate perusal and, as a result, the 
inquiries may continue to pour in for many months. 
Almost without exception, the thousands of letters 


GP’s new home. This impressive gray brick house just a few doors 
north of the Academy headquarters office became GP’s new home on 
March 1. Here staff members of GP’s editorial, production and ac- 
counting departments now have their offices. 
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When diarrhea follows indiscreet eating, prescribe... 


Cremosuxidine. 


SULFASUXIDINE® SUSPENSION WITH PECTIN AND KAOLIN 


Major ADVANTAGES: Has pronounced antibacterial action. Adsorbs 
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express the public’s very intense desire to place its 
medical welfare in the hands of competent family doc- 
tors. Inquiries have come from corporation board chair- 
men, hospital administrators, health center officials, 
and representatives of every recognized specialty. 

As anticipated, a handful of the letters are from neu- 
rotic individuals who search out every opportunity to 
malign the medical profession. Others include lengthy 
case histories, couched in lay language, from people 
who expect the Academy headquarters staff to rush a 
mail order diagnosis and cure. Approximately 5 per 
cent of the letters ask if the writer’s family doctor is 
an Academy member. 

A 68-year-old Oklahoma gentleman, who has never 
visited a doctor, finally decided that he needed a physi- 
cal examination and requested the names of members 
inhiscommunity. Conversely, a Massachusetts woman 
points out that she has had twelve different doctors in 
the past two years and is sure “none of them could 
have been a member of your group.” 

Most of the letters contain six key words: ‘Help me 
find a family doctor.” Each seems to confirm the con- 
clusions reached in the Dichter report (GP, October, 
1951) which pointed out the need most people feel for 
afamily doctor who can supervise their overall medical 
care. 

The Reader’s Digest article also elicited widespread 
professional interest. Hundreds of letters have been 
received from nonmember general practitioners who 
are suddenly anxious to know more about the Academy 
and membership requirements. The article itself, plus 
the 150,000 reprints mailed to every doctor in the 
country, will probably result in a substantial member- 
ship increase. 

The new home of the GP staff, necessitated partially 
by the establishment of an inquiry-answeging depart- 


Still pouring in. With inquiries on the recent Reader’s Digest ar- 
ticle about the Academy bringing an avalanche of 500 letters a day, 
headquarters office quickly improvised a department to handle the 
deluge of mail. Five staff members shown above, find answering the 
inquiries a full-time job. 


ment, is a short distance north of the Academy head- 
quarters office in the VFW building. GP mail, however, 
should still be sent to the Academy’s Broadway at the 
thirty-fourth street address. GP’s telephone number is 
Jefferson 0380. 

In addition to alleviating crowded headquarters of- 
fice facilities, the GP staff building, formerly an art 
studio, also makes parking facilities available to mem- 


bers of the staff. 


Trends and Events in the Nation’s Capital 


Cynical View on Hoover Commission Findings 


SzasoneD Washington observers are taking an almost 
cynical view of the Hoover Commission’s recommenda- 
tions on tightening up and improving the federal 
government’s huge medical care and hospitalization 
establishment. 

The commission proposed termination of the cen- 
tury-and-a-half old practice of merchant seamen’s medi- 
cal and hospital care at government expense. But any 
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effort to put this into effect will run into strong opposi- 
tion by the maritime unions. Since the recommendation 
also calls for decommissioning of all 12 general hos- 
pitals operated by U.S. Public Health Service, where 
seamen receive treatment, further dissent may be ex- 
pected from the members of Congress where those 
institutions are situated. 

Similarly, a loud Congressional nay would come up 
from Senate and House members from the 12 states 
which would lose a total of 19 veterans hospitals if 
recommendations of the Hoover Commission’s medical 
task force are adopted. 

Both the commission and its advisory task force 
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gave first priority to establishment of a Federal Council 
of Health. This agency would have cognizance of vir. 
tually every federal medical activity, from coordinating 
all hospital administration to overseeing the workings 
of the doctor-draft law. However, its duties would be 
purely advisory in nature, hence the feeling that it 
could accomplish little in the way of reform in a Wash- 
ington atmosphere surcharged with politics and special 
interest. 

Upon the recommendation of its advisory council, the 
commission proposed creation of a National Library of 
Medicine. It would absorb the present Armed Forces 
Medical Library, which is recognized as the largest and 
best in the world. The plan is to transfer control to 
the Smithsonian Institution. But the military, in the 
past, has always resisted efforts to take away its library 
and it would do so again, all of which dims the outlook 
for this portion of the Hoover Commission report. 


Holifield Sees Veterans’ Viewpoint 


Criticism already has been heard of the recommen- 
dation that veterans assume liability to pay for treat- 
ment of non-service-connected disabilities. In other 
words, those accepted for medical care or hospitaliza- 
tion because they could not afford to pay for private 
services would obligate themselves to compensate the 
government at such time in the future when they were 
in improved financial circumstances. 

One of the members of the commission itself dis- 
sented from this proposal. He was Representative Chet 
Holifield, Democrat, of California. In a separate state- 
ment, he said: 

‘The proposal to make veterans who receive medical 
care for non-service-connected disabilities liable for 
future payment is wholly unrealistic. It poses awkward 
and difficult problems of assessing costs and enforcing 
collection in future years. It would create inequities as 
between those who received care in the past and those 
who receive it in the present or future.” 

Representative Holifield also took exception to rec- 
ommendations abolishing Public Health Service general 
hospitals, terminating benefits for merchant seamen and 
curtailing the number of veterans’ hospitals. 

Nevertheless, a number of the recommendations 
probably will make the grade. The commission en- 
dorsed institution of a program of voluntary medical 
care insurance for federal civilian employes, with the 
government paying an unspecified portion of the pre- 
mium. The Eisenhower Administration already is com- 
mitted to such a plan and favorable action by Congress 
this year is anticipated. ; 

Also, the Hoover Commission believes that the i- 
surance mechanism, on a contributory basis, should 
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be used by the government to fulfill medical benefits 
for dependents of military personnel. Except at over- 
gas and remote continental posts, services would be 
performed by private practitioners rather than by uni- 
formed doctors. 

Senate and House committees are now considering 
legislation on this subject. While the Hoover sugges- 
tions undoubtedly will be taken under advisement, it is 
unlikely that Department of Defense would agree to 
relinquish dependent care—under its own auspices— 
tothe degree recommended by the Hoover Commission. 


Government Malpractice Suits Growing 


The Department of Justice is concerned about the 
increasing number of medical and surgical malpractice 
suits that are being filed against the government. Na- 
tional prominence was given to one a few weeks ago 
(Feb. 26), when the press services reported the case of 
aformer Air Force pilot seeking $350,000 damages for 
alleged failure to detect a malignancy. 

Officials in the Department’s tort claims section, 
where cases of this kind are processed, are reluctant to 
discuss malpractice suits because they fear it might 
lead to still more suits. They disclosed, however, that 
some 25 of these cases are pending, that most of them 
are based on treatment received in veterans hospitals, 
and that very few complaints have been received against 
care given in military hospitals. 


Precautions on Aspirin Set Forth 


Food and Drug Administration has under considera- 
tion a set of precautions formulated by a medical ad- 
visory panel which met in Washington recently to dis- 
cuss means of reducing aspirin-compound accidents, 
particularly among children. The panel recommended 
the following : 

(1) Labels on medicinals containing salicylates 
should bear the legend—Warninc: Keep Out of the 
Reach of Children. 

(2) Label should not give specific dosage for children 
under three but, instead, should say: ‘For children 
under three, consult your physician.” 

(3) Children’s aspirin should be of uniform strength, 
preferably 1% grains, instead of present range from 
to 2% grains. 

(4) Manufacturers should hold down the quantity of 
aspirin tablets per package unit and make containers 
that would resist opening by small children. 

_(5) Every means should be taken to “inform physi- 
clans, pharmacists and consumers of the hazards in- 
volved in accidental ingestion of salicylate-containing 
preparations.” 


GP Apri 1955 


Drs. Francis Hodges and George Boines 
Win the Academy’s 1955 Awards 


Dr. Francis T. Hopvces of San Francisco and Dr. 
George J. Boines of Wilmington, Delaware, have been 
named winners of this year’s M & R Awards from 
among 12 Academy members who contributed scien- 
tific articles which were published in GP during 1954. 

Each of the winners was presented a cash gift of 
$1,000 by Dr. Faris F. Pfister, Webster, S. D., chair- 
man of the Academy’s M & R Award Committee, dur- 
ing the Seventh Annual Scientific Assembly in Los 
Angeles which closed March 31. 

The August 1954 GP might be termed the prize- 
winning issue since both of the contributions appeared 
in it. The judges selected Dr. Hodges’ “Swimming 
Pool Accidents, Injuries and Illnesses,” and ““Manage- 
ment of Anxiety in Poliomyelitis” by Dr. Boines as the 
most significant articles by Academy members to be 
published in GP last year. 

M & R Laboratories of Columbus, Ohio is the donor 
of these awards, now in their fourth year, which are to 
be presented annually by the American Academy of 
General Practice to the two Academy members who 
contribute the best articles for publication in GP. 

The winners were chosen by a committee of three 
judges selected by Dr. Pfister and the two other mem- 
bers of the Committee on Awards—Drs. Daryl Harvey, 
Glasgow, Ky. and James A. Peterson, Salt Lake City. 

The judges, all deans of medical schools, were Dr. 
Granville A. Bennett, dean of the University of Illinois 
College of Medicine; Dr. John Q. Bowers, dean of the 
University of Utah School of Medicine, and Dr. Stanley 
Dorst, dean of the University of Cincinnati College of 
Medicine. 
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Program Announced for 


AMA General Practice Section in June 


Tue Section on General Practice of the American 
Medical Association will hold its meeting on June 7-9 
in Atlantic City during the AMA’s annual meeting. 
The program for the meeting is announced by Dr. 
E. I. Baumgartner of Oakland, Md., a member of the 
AAGP Board of Directors and secretary of this general 
practice section. 

Other section officers, all Academy members, are 
Dr. Lowry H. McDaniel, Tyronza, Ark., who is chair- 
man; Dr. I. Phillips Frohman, Washington, D. C., 
vice chairman; Dr. Charles E. McArthur, Olympia, 
Wash., representative to scientific exhibit; and Dr. 
Lester D. Bibler, Indianapolis, delegate. The executive 
committee is comprised of Dr. Richard A. Mills, Fort 
Lauderdale, Fla., Dr. Frederic S. Ewens, Manhattan 
Beach, Calif. and Drs. McDaniel, Baumgartner and 
Bibler. 

The section program which covers three days is as 
follows: 


2 P.M., Tuesday, June 7 


Business MeETING—Presentation of resolutions 

Report or Detecate—Introduction of scientific ex. 
hibitors 

Lecture, ‘A Medical School Department of General 
Practice,” Dr. Robert A. Davison, Memphis, Ten- 
nessee. 

PANEL CONFERENCE AND SYMPOSIUM on “Current 
Trends and Developments in Therapy—As They Ap- 
ply to General Practice,” Dr. Austin Smith of Chicago, 
moderator. Participants will be Drs. Walter Alvarez, 
Chicago; William Dameshek, Boston; Perrin H. Long, 
New York City; Thomas H. McGavack, New York 
City; Robert T. Parker, Baltimore; Adolph L. Sahs, 
Iowa City; E. Kost Shelton, Los Angeles; Leroy H. 
Sloan, Chicago; Irving S. Wright, New York City. 


2 P.M., Wednesday, June 8 


ELECTION OF OFFICERS 

CuHairMan’s Apprsss, “Progress and Vision of Medi- 
cine in the 20th Century,” Dr. Lowry H. McDaniel, 
Tyronza, Arkansas. 

Lecture, “Treatment of Essential Hypertension by 


strikes 
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of many clinical conditions 
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Improved Adrenal Denervation,” Dr. Sherman A. 
Eger, Philadelphia, Pa. 

Paver, “Photography of Tumors of the Uterine 
Canal in The Living,” Dr. William B. Norment, Greens- 
boro, N. C. 

Parer, “Stellate Ganglion Block,” Dr. Daniel C. 
Moore, Seattle, Washington. 

Lecture, “Education of the Heart Patient,” Dr. 
Robert J. Needles, St. Petersburg, Florida. 

LecrurE, ‘Diagnosis and Treatment of Back Disa- 
bilities,’ Dr. George S. Hackett, Canton, Ohio. 

Paper, “Terminal Care of the Patient With Inop- 
erable Carcinoma,” Dr. John S. LaDue, New York 
City. 

= *Fight-Year Observations on the Reduc- 
tion of Mortality Rate in Coronary Atherosclerosis on 
a Low Fat Diet,” Dr. Lester M. Morrison, Los Angeles, 
California. 


9 A.M., Thursday, June 9 


Jowr Meetinc with Sections on Anesthesiology, 
Diseases of the Chest, Obstetrics and Gynecology and 
Pediatrics. 

PANEL DISCUSSION on “Resuscitation of the Newborn 


Infant,”’ Dr. Clement A. Smith of Boston, moderator. 
Participants and their topics will be: 

“The Importance of Asphyxia Neonatorum. A Sta- 
tistical Analysis,” Dr. Schuyler G. Kohl of New York 
City. 

‘Prevention of Asphyxia Neonatorum by the Obste- 
trician,” Dr. Nicholson J. Eastman of Baltimore, 
Maryland. 

‘Prevention of Asphyxia Neonatorum by the Anes- 
thetist,” Dr. Meyer Saklad of Providence, Rhode 
Island. 

“The Value of Drugs, Oxygen, and Carbon Dioxide 
as Stimulants to Respiration in the Apneic Infant,” 
Dr. Ralph Tovell, Hartford, Connecticut. 

**Morphology of the Newborn Infant’s Lungs, as Re- 
lated to Distensibility, Blood Supply and Gas Ex- 
change,” Dr. Edith Potter, Chicago. 

**Pressures and Volumes Involved in Expansion of 
the Newborn Infant’s Lungs,” Dr. Richard Day, New 
York City. 

The Role of the Laryngologist in Resuscitation of © 
the Newborn,” Dr. Paul H. Holinger, Chicago. 

PRACTICAL DISCUSSION by all participants on “Meth- 
ods of Resuscitating the Newborn Infant” will be the 
final event on the program. 


Respiratory and Circulatory Stimulation, Analeptic Action 


(Mei, razol —in barbiturate poisoning, in conjunction with usual 


primary resuscitative measures, inject the central 
stimulant Metrazol in a dose sufficient to restore re- 
flexes, and repeat. 


—In fatigue states and in geriatrics with early or 
more advanced signs of senility and mental confusion, 
prescribe Metrazol oral tablets or in solution. 
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Ten Interns Named for 
1955 Mead Johnson Scholarships 


TEN INTERNS were announced as winners of the 1955 
Mead Johnson General Practice Residency Scholar- 
ships by the Academy’s Mead Johnson Award Com- 
mittee chairman, Dr. Fred A. Humphrey, Fort Collins, 
Colo., on March 28 from Los Angeles during the open- 
ing session of the Seventh Annual Scientific Assembly. 

Five of the winners were named last March in Cleve- 


land for scholarships in taking residencies in general _ 


practice this coming July. Five more were named in 
Los Angeles to complete the ten $1,000 scholarships 
given annually. Those named in Cleveland were: 

Norman R. Bares, M.p., Albany Medical College, 
Albany, N. Y. 

Joun Munn Heng, M.v., Medical College of Georgia, 
Augusta, Ga. 

Dantet J. Murpuy, M.D., Stritch School of Medicine, 
Chicago. 

Joun Harmon Puuuirs, m.p., Indiana University 
Medical Center, Indianapolis. 


Rosert M. Wortu, M.v., University of California 
Medical Center, San Francisco. 

The five newly-chosen winners are: 

Henry C. CHALFANT, M.D., Western Reserve Univer- 
sity, Cleveland, Ohio. 

Buty J. YounGBLooD, M.D., University of Oklahoma 
School of Medicine, Oklahoma City. 

Wa rer C. FELSENSTEIN, M.D., New York University 
College of Medicine, New York City. 

Tuomas F. Fatcone, M.D., Boston University School 
of Medicine, Boston. 

Geratp Francis NANGLE, M.D., University of Mary- 
land School of Medicine, Baltimore. 

The residency program which is now in its fourth 
year was set up through a grant from Mead Johnson 
and Company and is administered by the Academy 
through a special committee. Last year the fund was 
increased to allow for ten $1,000 awards annually in- 
stead of five awards as had been previously planned. 

Each of this year’s winners will receive a $1,000 cash 
award to assist them in taking their residencies in gen- 
eral practice which begin in July. 

The majority of the ten winners have announced 
where they will take their residencies. Dr. Bates, now 
interning at the Swedish Hospital, Seattle, Wash., will 
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take his residency at the University of Colorado Medi- 
cal Center, Denver. Dr. Youngblood will be at his 
home school’s hospital—University Hospital—in Okla- 
homa City. Dr. Heng, now interning at Philadelphia 
General Hospital, will go to Los Angeles County Gen- 
eral Hospital. Dr. Nangle will take his residency at 
University Hospital, Maryland where he is interning. 

Los Angeles County General Hospital has been 
selected by Dr. Phillips for his residency. Dr. Worth, 
now interning at Southern Pacific Hospital, San Fran- 
cisco, will go to San Mateo Community Hospital. Dr. 
Felsenstein, who is interning at Denver General Hos- 
pital, Dr. Falcone, interning at Lawrence General Hos- 
pital, Lawrence, Mass., Dr. Murphy who is at St. 
Francis Hospital in Evansten and Dr. Chalfant from 
Western Reserve have not reported where they will 
take their residencies. 

Besides Chairman Humphrey, other committee mem- 
bers are Dr. Fred Simonton, Chicamauga, Ga.; Dr. L. 
F. Rittelmeyer, Jr., Memphis, Tenn., Dr. M. B. Glis- 
mann, Oklahoma City; Dr. Janie Topp, Lake Charles, 
La., and Dr. Edwin Connors, Bridgeport, Conn. 


Physicians in 65 Cities Viewed 
Largest Closed-Circuit TV Program 


WHEN THE NATION’ largest postgraduate closed-circuit 
television program sponsored by the Academy and 
Wyeth Laboratories got underway from CBS studios 
in New York City February 24, it was viewed by mem- 
bers in 65 cities in the United States and Canada. 

This number is nine more than the originally named 
56 cities that were to receive the program. Dr. William 
B. Hildebrand, serving in one of his last official ca- 
pacities as president of the Academy, presided over 
the telecast from New York City. 

The program entitled, “Management of Streptococ- 
cal Infections and its Complications” was presented 
by Dr. Lowell Rantz, Stanford University; Dr. John 
Keith, Hospital for Sick Children, Toronto; Dr. 
Burtis B. Breese, University of Rochester; Dr. Gene 
H. Stollerman, Irvington, N. Y., Dr. C. H. Rammel- 
kamp, Jr., Cheyenne, Wyo. and Academy member, Dr. 
Keith Hammond, Paoli, Ind. 

In each city where the program was shown, a lead- 
ing Academy member served as a moderator for the 
local group of guests. In some cities the local chapter 
combined the TV program with a business meeting or 
the presentation of scientific papers. The moderators 
for each city were: 

Albany Ws. G. RicHTMYER, M.D. 

Atlanta Gro. H. ALEXANDER, M.D. 

Baltimore Merrit M. Cross, M.D. 

Birmingham Joun E. Foster, 
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resulting from their use. 


Because they are so well 
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wide spectrum of effectiveness 
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Boston R. ADELAIDE DRAPER, M.D. 
Brooklyn MILTON SPIEGEL, M.D. 
Buffalo H. MERRILEES, M.D. 
Charleston Tuomas M. BarBEE, M.D. 
Cheyenne H. PENnNoyER, M.D. 
Chicago Dewey M. Roserts, M.D. 
Cincinnati JoserH LINDNER, M.D. 
Cleveland HeErsert W. SALTER, M.D. 
Colorado Springs |W. WatteR RuMINSON, M.D. 
Columbia Kirsy D. SHEALY, M.D. 
Columbus T. E. Ragin, M.D. 

Dallas Geo. V. Launey, JR., M.D. 
Denver M. G. Van Der Scuouw, M.D. 
Des Moines Paut F. CHESNUT, M.D. 
Detroit K. W. TooTHAKER, M.D. 

El Paso A. Rost. NERING, M.D. 

Erie E. M. RatsTON, M.D. 

Fresno H. B. Lyon, m.p. 

Greensboro Wayne J. BENTON, M.D. 
Harrisburg Epwin Martin, M.D. 
Houston E. Forrest JORNS, M.D. 
Indianapolis O. T. SCAMAHORN, M.D. 
Jackson MoncureE Dasney, M.D. 
Jacksonville Leo M. WACHTEL, M.D. 


Johnson City Ratpu E. Cross, M.D. 
Kansas City, Kansas Hucu A. GEstrine, M.D. 


Los Angeles Meruin L. NEWKIRK, M.D. 
Louisville G. J. SWEENEY, M.D. 
Memphis B. L. PENTECOST, M.D. 
Miami LeonarpD L. WEILL, M.D. 
Milwaukee Rosert F. PurTeELL, M.D. 
Minneapolis H. E. Druitt, 

Mobile ALBERT S. Drx, M.D. 
Nashville S. O. JONES, M.D. 


New Orleans 
New York City 


JAniE Topp, M.D. 
Garra L. LESTER, M.D. 


Okiahoma City E. T. Cook, Jr., M.D. 
Omaha CLARENCE R. BROTT, M.D. 
Philadelphia Louis H. WEINER, M.D. 
Phoenix Cartos C. Cralc, M.D. 
Pittsburgh Norman G. GoLos, M.D. 
Portland Davin G. DuncaAN, M.D. 
Raleigh Mitton S. Ciark, M.D. 
Richmond Ricuarp M. REYNOLDS, M.D. 
Rochester Fioyp C. BratT, M.D. 
St. Louis DELEVAN CALKINS, M.D. 
Salt Lake City Russet N. Hirst, M.D. 
San Antonio L. BonHaAM JONES, M.D. 
San Diego Euuiotr G. Cosy, M.D. 
San Francisco Joun G. Watsu, M.D. 
Seattle Erroit W. Rawson, M.D. 
Spokane D. W. McKin1ay, M.D. 
Syracuse Joun A. Farcueric, M.D. 
Toledo Georce H. Lemon, M.D. 
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These scenes caught the personalities of the largest medical closed- 
circuit TV show in action at CBS studios in New York where the pro- 


gram originated. In the upper photo, to the left of the main camera, 
are panelists, Dr. Burtis Breese (left to right), Dr. John Keith and 
Dr. Lowell Rantz. Pictured below (left to right) are Dr. W. B. 
Hildebrand, who presided in one of his last roles as president of 
the Academy; Dr. Gene H. Stollerman, Dr. C. H. Rammelkamp and 


Dr. Keith Hammond. 


Washington 
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Toronto, Ont. 


Maurice J. Kossow, M.D. 
GrorcE L. THORPE, M.D. 


_J. V. Byrne, 
ADRIEN PAULHUS, M.D. 
R. J. Doo.ey, m.p. 

J. R. A. OUELLET, M.D. 
Max ALEXANDROFF, M.D. 
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Dr. Stanley Truman Reports on WMA's 
Eighth General Assembly in Rome 


Last YEAR Drs. Stanley R. Truman, a past president 
of the Academy, and Ivan C. Heron, chairman of the 
Academy’s Board of Directors, attended the World 
Medical Association meeting in Rome as official repre- 
sentatives of the American Academy of General Practice. 

The next WMA General Assembly which will be 
held on September 20 to 26 in Vienna, promises to be 
an interesting and instructive meeting. It is open to any 
member of the WMA. Information concerning member- 
ship can be obtained from Dr. Louis Bauer, World 
Medical Association, 345 46th Street, New York 17, 
N.Y. 

The following is Dr. Truman’s report on the meeting 
in Rome. 

I was one of the two observers for the American 
Academy of General Practice at the World Medical 
Association’s Eighth General Assembly in Rome, Italy. 
Rome is a great inspiration. Rome in October is warm 
and delightful, the Romans are unsurpassed in their 
gracious hospitality, and we had a wonderful time. 

The meetings were held in the Assembly Hall of 
the Modern Roman Forum, started by the late Mussolini 
and still under construction. We Americans suffered 
a language handicap. Everyone but us spoke one or 
two languages beside their own, and most of them 
spoke English. For the meetings there was simultaneous 
translation in five languages: English, German, French, 
Italian, and Spanish. 

A few highlights of the meeting will interest mem- 
bers of the Academy. In the scientific area, the greatest 
interest was in the antibiotics. There was considerable 
discussion about the indiscriminate use of antibiotics 
for conditions in which they have no value, and in 
which they are used to solve the doctor’s urge to “do 
something.”” We thought it was only an American 
custom to give a shot of penicillin or a prescription for 
terramycin in the treatment of a cold, but we find it is 
a world-wide problem. Professor Cesare Frugoni dis- 
cussed the relaticnship of the development of immunity 
and the use of antibiotics. He spoke about the new 
epidemiology that is developing in the face of the wide- 
spread use of antibiotics. There is not only an altera- 
tion in the frequency of infectious disease, but there is 
also a new symptomatology and a new pathology called 
“pathology modified through antibiotics.” 

Lengthy discussions were held on the problems of 
social security and medical care. If the doctors of 
the United States are plagued with the threat of social- 
ization, they should hear the problems of other nations. 
In half a dozen languages doctors discussed the over- 
use of medicines under social medical care. 
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The Japanese delegate complained of the senseless 
and unreasonable administration of their health in- 
surance scheme and stated that the doctor is not only 
deprived of his freedom to practice but also of his 
freedom to learn. The Ministries of Pharmacy, Agri- 
culture, Labor, and Welfare are all responsible for the 
regulation of the scheme. They are not unified and the 
doctor must follow different regulations under each 
division, and he is supervised by all of them. 

Dr. S. C. Sen reported on the situation in India. 
The government tried to bypass the Central Council of 
the Indian Medical Association by going to the state 
level. However, without the cooperation of the Na- 
tional Medical Association, the system did not work 
well. The Medical Association was approached again 
and the government agreed to the demands of the 
association. Here we can learn a lesson. 

Dr. L. Munoz of Colombia told the delegates that 
the problems of the treatment of patients has become 
political. In Colombia, the doctor has to be a civil- 
service worker, dependent on the politicians. This 
places the care of the patient under the care of the 
politicians. 

Dr. C. W. Burns of Canada noted that ‘“‘everybody 
wants something for nothing.” 

The discussion of the problem of world over-popula- 
tion was introduced by Dr. W. Von Greyerz of Sweden. 
“Human population is the greatest problem of our 
time, more serious than war or peace.” 

The usual officers’ reports were given. Like all other 
medical organizations engaged in the public good, 
they too lacked adequate funds to carry on the numer- 
ous projects already started. 

One easily came away with the feeling that American 
doctors and their patients have been bountifully 
blessed with goods, services, and freedom. However, a 
rapidly increasing population will shortly bring us face 
to face with many of the problems now plaguing pa- 
tients and the medical profession in the rest of the 
world. One wonders if study and contemplation of the 
errors that others have made will save us from the same 
errors—and one doubts it. 


Views on Future of Internships Given 
At Education and Licensure Session 


A symposium on the future of the internship keynoted 
one of the special meetings held during the 51st Annual 
Congress on Medical Education and Licensure Febru- 
ary 5-8 in Chicago. 

Dr. Franklin D. Murphy, chancellor of the University 
of Kansas and a member of the Council on Medical 
Education and Hospitals of the AMA, was moderator 
of the symposium. The AMA’s director of the Division 


GP Apri 1955 


MUMPS 
VACCINE 


A practical immunizing antigen for prevention of 
mumps in children or adults where indicated. 
Immunizes for about one year. 
Packages: 2 cc. vial (1 immunization), 

10 cc. vial (5 immunizations). 


LEDERLE LABORATORIES DIVISION 


AMERICAN Ganamid COMPANY | 


PEARL RIVER, NEW YORK 


KNOX 


GELATINE 
is 


ALL PROTEIN 


KNOX GELATINE DRINK (directions in every pack- 
age) is the easy to take, low cost protein supple- 
ment. Non-allergenic, no sugar, KNOX GELATINE 
recommended by physicians for 65 years. 


WRITE KNOX GELATINE 
FREE BOOKLET “Newer Knowledge in Proteins” 
Knox Gelatine Co., Johnstown, N. Y., Dept. GP-4 


163 


# 
‘ 
Another Lederi@ “First’’! 


combat 
resistant 
bacteria... 


The rising incidence of bacterial resistance to various 
antibiotics constitutes a serious therapeutic problem. Many 
infections, once readily controlled, are now proving 
difficult to combat. Administration of CHLOROMYCETIN 
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these cases because this notable, broad-spectrum antibiotic 
is frequently effective where other antibiotics fail. 
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low tendency to induce sensitization in the host or 
resistance among potential pathogens under clinical conditions.”* 


CHLOROMYCETIN is a potent therapeutic. agent and, 

because certain blood dyscrasias have been associated with its 
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or for minor infections. Furthermore, as with certain other drugs, 
adequate blood studies should be made when the patient 
requires prolonged or intermittent therapy. 
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of Hospitals and Graduate Education of the Council, , 
Dr. Edward H. Leveroos, discussed “Does the Intern- 
ship Have a Place in Modern Medical Education?” 

Pros and cons on the subject and the viewpoints of 
the medical school, the non-affiliated hospital, the 
state licensing board, the specialty board and the 
general practitioner were presented. 

The medical school was represented by Dr. John 
Mck. Mitchell, dean and professor of pediatrics at the 
University of Pennsylvania School of Medicine. The 
viewpoints of the non-affiliated hospital were presented 
by Dr. Ford K. Hick, professor of medicine at the 
University of Illinois College of Medicine. The state 
licensing board was represented by Dr. Stiles D. Ezell, 
secretary, New York Board of Medical Examiners. Dr. 
David A. Boyd, Jr., secretary of the American Board 
of Psychiatry and Neurology, represented the specialty 
board, and the general practitioner’s ideas on intern- 
ships were presented by Dr. W. B. Hildebrand, now 
the immediate past president of the American Academy 
of General Practice. 

Dr. Hildebrand summed up his discussion, ‘The 
internship is a natural transition into the responsi- 
bilities of residency and of practice. Let’s keep it but 
let’s enlarge it and let’s make it better.” 

The following is a portion of Dr. Hildebrand’s 
presentation of the future status of the internship as 
seen through the eyes of general practice : 

From the presentation of the material and opinions 
presented here today by my distinguished predecessors, 
one receives the impression that there is no unanimity 
of opinion on the present status and future of the in- 
ternship in the present scheme of medical education. 
This lack of unanimity can probably be traced to the 
wide divergence of opinions concerning the purposes 
of an internship. Others hold that it no longer serves 
any purpose and should be abandoned. 

First of all, there are those who feel that the intern- 
ship is merely a preparation for the beginning of a 
residency; and, as such, the internship should be a 
straight one rather than mixed or rotating. The propo- 
nents of this theory are, of course, men who limit their 
practices to a very narrow special field and who feel 
that in their particular realm, a rotating or a mixed 
internship would be a waste of time. To those who 
hold such views, the American Academy of General 
Practice, which I represent, would say that the greater 
knowledge a young physician can obtain of the entire 
patient as an entity, the better specialist he will be. 


9 training cannot be obtained in a straight intern- 
Ip. 


The second group presenting a negativistic opinion 
towards the internship constitutes a large group of 
medical educators, who feel that the internship no 
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' longer serves a useful purpose and should be discon. help t 
tinued. In 1934, fifteen medical schools required an § the in 
internship as a prerequisite to graduation. In 1954, & the he 
only two schools had this requirement. This change § sions, 
in requirement certainly stems from basic changes in progr 
the pattern of medical education. The system of bed- § done! 
side teaching through clinical clerkships in the last § intern 
two years of medical school is practically universal and J Yo 
thus, even before graduation, the student has become § whose 
familiar with various hospital procedures and bedside § servic 
techniques, formerly not obtained until the student § creasi 
had graduated. ternst 

Another factor that creates doubt in the minds of § {ll in 
many medical educators as to the value of an intern- § essent 
ship is the ever increasing number of hospitals ap- The 
proved for internships with very questionable educa- § has al 
tional value. To the proponents of these theories, I § intern 
would answer that the mere removal of the internship §f the yo 

AAGP Ably Represented. Drs. W. B. Hildebrand, Menasha, Wis., ftom medical education would not solve anything but the fi 


and Harvey B. Stone, Baltimore, Md., chat in Chicago with Dr. would only create more problems. wisely 
U. R. Bryner, Salt Lake City, prior to a symposium on the future of The third group, and which I am afraid constitutes § would 
the internship at the 51st annual Congress on Medical Education a large group, are those doctors who have no concern gradu 
and Licensure. Dr. Stone, a member of eae: Conall on Med whatsoever with the educational value of the intern- Sin 
ical Education and Hospitals, was a presiding officer. Dr. Bryner ; < ; . , 

is a past president of the Academy and Dr. Hildebrand, the immedi- ship, contribute nothing to the intern’s education, but Jj and 1 


ate past president of the AAGP, was a participant in the symposium. are primarily interested in what the intern can do to § Amer 
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help them in their private practices. For that group, 
the intern is expected to perform all of the chores in 
the hospital, including starting infusions and transfu- 
sions, catheterizations, holding retractors, watching the 
progress of obstetrical cases, and so forth—all being 
done for the benefit of the staff and of little value to the 
intern once these techniques have been learned. 

You and I know of many doctors and many hospitals 
whose attitude towards interns is what and how many 
services can be obtained from them. With the ever in- 
creasing number of hospitals being admitted to the in- 
ternship program, I hazard a guess that many of these 
fall into the above category and lack even the bare 
essentials for an approved internship. 

The fourth and last group and one for which I speak 
has always firmly advocated and supported the rotating 
internship as the first step in the graduate training of 
the young physician, especially those who plan to enter 
the field of general practice. Someone has said, and 
wisely so, that the essential purpose of the internship 
would be to gain practical experience for the young 
graduate in medical fields under competent supervision. 

Since there are many more internships than interns 
and most internships are rotating in character, the 
American Academy of General Practice has been much 


more concerned with the undergraduate programs de- 
signed to interest and prepare students for careers in 
general practice and with the training following intern- 
ship rather than with the internship itself. 

However, it would seem, with the 100,000 of the 
160,000 practicing physicians in the country, at the 
present, engaged in the general practice of medicine— 
and if present trends can be taken as accurate—the 
ratio being maintained for some period of time, and 
with so much of the medical care therefore of today 
being dispensed by general practitioners, that the in- 
ternship problem is a problem for the entire profession 
to solve and it had better be accomplished with the 
thought of the general practitioner as paramount when 
a solution is reached. Some flexible plan which will pro- 
vide the future general practitioner with the greatest 
possible educational opportunities and privileges in 
the time allotted to him and which will provide better 
general medical care thereby must be worked out. 

May I then present in outline two possible plans that 
would seem to fit the above criteria, each somewhat 
different but both accomplishing the same eventual 
purpose. Both are predicated on the theory that two 
years of supervised hospital study is the absolute mini- 
mum required for the practice of medicine in any form. 


Chobile 


constipation 


In middle aged and elderly patients, Chobile corrects chronic 
constipation physiologically. The cholic acid content emulsifies fats, 


helps maintain normal pH, intestinal flora and colonic water balance... 
all important factors in correction of chronic constipation. 

with proper dosage—Begin with 3 or 4 Chobile tabules with each 
meal until a soft, putty-like stool is obtained. Reduce dosage according 
to the consistency of the stool. In severe cases, begin with an 


enema before starting Chobile. 


Each Chobile tabule contains: 
*Cholic Acid (conjugated as sodium glycocholate & 
sodium taurocholate) 


Ketocholanic Acids 
*assayed colorimetrically 


Bottles of 50, 100, 500 and 1000. 


IRWIN, NEISLER & COMPANY ~ DECATUR, ILLINOIS + TORONTO 1, ONTARIO 
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The Roscoe Pullen Plan 


The first one is not original but it is the plan of Dr. 
Roscoe L. Pullen who is now dean of the School of 
Medicine of the University of Missouri. He feels that 
the fourth year should be placed on the twelve-month 
basis with a month of vacation for each student stag- 
gered throughout the year, the vacation to be assigned 
to the needs of the hospital. All fourth year students 
would be placed within the teaching hospitals on a full- 
time basis as junior interns or some other designation 
appropriate for their position. The students would be 
rotated through the major fields of internal medicine, 
surgery, obstetrics, gynecology, and pediatrics. They 
would attend the outpatient department, the operating 
room, the delivery service and in every sense follow 
through on the patients just as they would during the 
fifth or regular intern year. 

In view of the number of medical students now grad- 
uating, it would be possible to give them smaller patient 
ratios than are presently assigned to interns. By this 
means they would be able to attend scheduled classes 
once or twice daily in the subjects which are usually 
taught during the fourth year of medical school ; name- 
ly, dermatology, ophthalmology, otolaryngology, ra- 
diology and so forth. 

It would seem desirable that the students either live 
within or near the hospital, be subject to call just as 
interns now are, and accept the responsibilities thereof. 
These matters would naturally need to be remanded to 
each teaching hospital to determine whether or not it 
could provide housing and the like. If the teaching 
hospital could not accept all the students at once, then 
affiliations should be completed between the medical 
school aud the hospitals of its community in order to 
assist these latter hospitals with intern quotas. 

Then in the fifth year the graduate would enter the 
internship proper, that is, the so-called senior intern- 
ship which should be a continuation of the fourth year 
insofar as curriculum planning is concerned. But, the 
fifth year intern would now be permitted to enlarge his 
activities and responsibilities. A curriculum would be 
designed which would best prepare him for his ultimate 
objective, whether general practice or entrance into a 
specialty. The internship must be regarded as an im- 
portant phase of medical education and the intern 
should be accorded the consideration he deserves. 

Certainly, a greai number of problems will immedi- 
ately arise if such a plan were introduced. First of all, 
the medicolegal requirements of each community would 
need to be taken into consideration. Undoubtedly, the 
fourth year student could not be expected to take legal 
responsibility for any case involving possible litigation. 
Secondly, the issues of preceptorship would have to be 
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Kolantyl Gel 


Action: 

1. Bentyl* combines spasmolysis and 
parasympathetic-depressant actions 
without the side effects of atropine. 


2. Prompt, prolonged neutralization of 
excess gastric acidity . . . magnesium 
oxide and aluminum hydroxide. 


3. Protective, demulcent coating action 
over the ulcerated area . . . methylcel- 
lulose. 


4. Checks the mucus-destroying action 
of lysozyme and pepsin. . . sodium 
lauryl sulfate. 

*Merrell's distinctive antispasmodic that is more 


effective than atropine—free from side effects 
of atropine.2 


Composition: 

Each 10 cc. of Kolantyl Gel or each 
Kolantyl tablet contains: 

Bentyl Hydrochloride .... 5mg. 
Aluminum Hydroxide Gel . . 400 mg. 
Magnesium Oxide. . . . . . 200 mg. 
Sodium Lauryl Sulfate... . 
Methylcellulose 


Dosage: 

Gel — 2 to 4 teaspoonfuls every three 
hours, or as needed. 

Tablets — 2 tabiets (chewed for more 
rapid action) every three hours, or as 
needed. 


Supplied: 


Gel —12 oz. bottles. Tablets — bottles 
of 100 and 1000. 


T. M. Kolantyl ®, “Benty!’. 
THE WM. S. MERRELL COMPANY 


New York * CINCINNATI * St. Thomas, Ontario 
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Painful gastrointestinal spasm 


is relieved , -hyperacidity is neutralized 
cellular repair is encouraged 


mechanical erosion is arrested(!), 


Give your next ulcer patient economical 
4-way relief. Prescribe pleasant-tasting 


(1) Johnston, R.L.: J. Ind. St. Med. Assn. 46:869, 1953 Merrell 
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(RESERPINE, LILLY) 


In hypertension, ‘Sandril’ often 
produces the desired reduction of 
blood pressure. In severe cases, 
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of ‘Provell Maleate’ (Protovera- 
trine A and B Maleates, Lilly). 
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“CH,-O-NO METAMINE, nor have the common nitrate 


side effects such as headache or gastric Th 
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entirely reconsidered. Thirdly, there would need to be 
a great change as far as the curriculum for the third 
and fourth years are concerned. This would then have 
to be integrated into the fourth and fifth years. Next, 
the question of assigning students to community hos- 
pitals not strongly affiliated with medical schools for 
part of their services would certainly have to be con- 
sidered. 

Certainly there are objections to such a plan as this. 
The responsibility for internships would be relegated 
more and more to the medical schools, which, however, 
is really happening because the trend in postgraduate 
education is to the effect that medical schools would 
accept greater responsibility in all phases of medical 
education including graduate medical education. This 
might mean that fewer hospitals would be approved for 
internships and fewer vacancies arise, for the medical 
schools then could effect affiliation only with the hos- 
pitals controlled or influenced by them. However, this 
might be a good thing because experience has shown 
that probably the most effective graduate medical teach- 
ing takes place in an academic atmosphere. There would 
be no possible solution to the shortage of interns in 
outlying community hospitals under this plan. Wheth- 
er the fifth year intern continued to take his training 
in his hospital or whether he would move to a hospital 
ina neighboring or distant community as is now done 
in many instances would also have to be taken into 
consideration. 

There are many problems that would have to be 
worked out in this proposal but likewise the problems 
would arise in any fundamental change. Dr. Pullen, 
however, believes—and his views are shared by many 
medical educators—that such a program would, as he 
states, enrich the educational value of both the fourth 
year of medical school as well as the~internship. It 
would certainly enable the graduate to increase his 
clinical training and that fact alone should justify con- 
sideration of this or any other suggestions for improve- 
ment of the internship. 


Academy Proposed Plan in 1947 


The second of these proposals stems from a recom- 
mendation made by the Commission on Education of 
the American Academy of General Practice at its first 
meeting in 1947. This was as follows: 1. That all hos- 
pitals having internships, facilities, and training pro- 
grams provide special training for doctors planning to 
do general practice. 2. That the first year rotating in- 
ternship be continued. 3. That a second year internship 
or residency be arranged to provide the following sub- 
jects or their equivalents, on a flexible, labile basis: 

a. Three months General Surgery and Fractures 
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A pleasant-tasting tablet...to be 
dissolved slowly in the mouth... not 
to be chewed or swallowed ...made 
from milk combined with dextrins 
and maltose and four balanced non- 
systemic antacids...** 

Promptly stops ulcer pain... holds 
it in abeyance...and hastens ulcer 
healing. 

In tubes of 25 at all pharmacies. 

Physicians are invited to send for 

reprints and clinical test samples. 


*St F., and Goldberg, E., J. Lab. 
& Clin. Med. 42:955 (1953). 


**Mg trisilicate, 3.5 gr.; Ca carbonate, 2.0 
ity Mg oxide, 2.0 gr.; Mg carbona 
.5 gr. 
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MORE THAN 400 EGGS 


. . would be required to equal the 25 mg. thiamine content of a 
single capsule of “BEMINAL” FORTE with VITAMIN C, which also contains 


therapeutic amounts of other essential B factors and ascorbic acid as follows: 


25.0 mg. 


Nicotinamide 


equivalent to more than 10 loaves of bread 


Pyridoxine HCI (B,) 
equivalent to about 14 servings of spinach 
Calc. pantothenate 
| equivalent to almost 4 quarts of milk 


Vitamin C (ascorbic acid) 100.0 mg. 


" equivalent to more than 15 apples 


“BEMINAL: corre wi vitamin 


Recommended whenever high B and C levels are 
required and particularly pre- and postoperatively. 
Suggested dosage: 1 to 3 capsules daily, or more 
as required. 

No. 817—supplied in bottles of 100 and 1,000 
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b. Three months Medicine including one ¢ month of 
Contagious Diseases. 

c. Three months of Obstetrics and Pediatrics. 

d. Three months elective of any of the following: 
Clinical Psychiatry, Gynecology, Laboratory, 
X-ray, Ear, Nose and Throat, or Urology. 

4. That the second year of the internship be recog- 

nized as a residency in general practice and that a suit- 

able certificate be presented the trainee of satisfactory 
completion of such training. At its 1950 annual assem- 
bly, the Congress of Delegates adopted the following 
resolution. ‘Resolved, that this group is cognizant of 
the fact that services of interns are being dissipated in 
some hospitals because too much of their time is de- 

voted to nonclinical activities and work that is not di- 

rectly connected with the practice of medicine. To cor- 

rect this situation, the Commission on Education of the 

American Academy of General Practice ‘suggests the 

following: That an attempt be made to evaluate smaller 

hospitals which need interns and residents with the 
idea of establishing qualified and helpful education to 
these men and allow them to participate actively in the 
work of general practitioners throughout the nation. 

The committee believes that the situation would be 

materially improved if the Council on Medical Educa- 

tion and Hospitals of the AMA makes an effort to im- 

prove either general practice residencies or second year 

internships, whichever they are called, in smaller com- 
munity hospitals.” 

In the years following this early recommendation 
and this latter resolution, nothing has come upon the 
horizon to change the thinking behind it. Such a plan 
of two years training would have some objections. It 
would prolong the training of men not going into gen- 
eral practice unless the second year internship or gen- 
eral practice residency would be given credit for the 
first year towards specialty board certification. There is 
certainly merit in advocating such a step as it would 
place disease before the young doctor as a single disci- 
pline rather than the concept of disease in isolated 
tissues, cells, or organs. 

Certainly, complete re-evaluation of hospitals ac- 
ceptable for the implementation of such a program 
would have to be undertaken. However, such has been 
done before and could be done again. 

Such a program would place increased teaching re- 
sponsibilities on the staff of non-teaching hospitals be- 
cause it would require house beds for implementation 
now found in many community hospitals which are 
not at the present in an internship program. 

It would result in a higher level of general medical 
care, for with more training the young graduate will 
be better able to diagnose and manage disease in pri- 
vate practice. 
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2 important reasons why more doctors are 
prescribing home ultraviolet treatments 


1. Ultraviolet, recognized ancillary treat- 
ment in physical rehabilitation, speeds 
convalescence. Particularly effective in 
increasing blood hemoglobin level, and im- 
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2. You ease your schedule, yet enable 
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retain treatments under your own con- 
trol and supervision. 
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ULTRAVIOLET QUARTZ LAMP 
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without irritants 


Control with 
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@ Your choice of: 
Easy-to-take Zymenol (Emulsion) 


Convenient Zymelose (Tablets) 
Tasty, fragrant Zymelose (Granules) 
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Expansion of Joint Industrial Health 
Committee Urged at Washington Meeting 


ProGRAMS to interest and provide training for general 
practitioners were reviewed at a recent meeting of the 
Council on Industrial Health of the American Medical 
Association and the directors of the Industrial Medical 
Association in Washington, D.C. 

Dr. Charles F. Shook, medical director of Owens- 
Illinois Glass Co. of Toledo and an Academy member, 
participated in the meeting as a member of the AMA’s 
Council on Industrial Health. 

Members of the Council and the IMA directors 
expressed the belief that the joint committee on post- 
graduate courses (made up of representatives of these 
two groups and the American Academy of General 
Practice) that has been functioning for the past three 
years should be continued and expanded. 

Through the efforts of the joint committee a number 
of medical schools are now conducting postgraduate 
courses in industrial medicine for general practitioners. 
Last year Tulane and Miami universities and the uni- 
versities of North Carolina, Oklahoma, California and 
Kansas sponsored such seminars. 

Other programs have 
been organized at the state 
and local medical society 
level, including clinics at 
industrial plants. 

At this same meeting, the 
American Psychiatric As- 
sociation proposed a similar 
joint effort to consider emo- 
tional problems of workers 

_ and to develop an educa- 
tion program. 


New Preceptor Program Gets Underway 
At Ohio State College of Medicine 


Durinc the new quarter, beginning this month at Ohio 
State University College of Medicine, a new preceptor- 
ship program will get underway. 

Some 14 general practitioners who are on the faculty 
at OSU College of Medicine will open their offices to a 
few selected senior students who plan to enter general 
practice as places where they can identify themselves 
actively with general men. 

Each student will spend three weeks each with three 
different general practitioners; this pilot plan is to in- 
clude two city offices and one rural office, near the 
city. The tour of nine weeks will take place in each of 
the selected studeni’s off quarter. 

Dr. Thomas E. Rardin of Columbus, who reported 
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Effective Radiating Area — 7 square 
centimeters 

Maximum Intensity — 3 watts per square 
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operator when contact is inadequate for 
effective treatment 

Preset Switch — intensity output can be 
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power control 

Automatic Timer Switch — 0 tc 15 
minutes 

The Burdick UT-1 Ultrasonic Unit sim- 
plifies the operational control of ultra- 
sonic therapy for efficient dosage control. 
It is built in accordance with the recom- 
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Association for ultrasonic therapy equip- 
ate and designed to meet F.C.C. regu- 
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See your Burdick dealer 


for demonstration — 


MILTON, WISCONSIN 


Gorn Essential 
Dosage Conhol 


UT-1 
ULTRASONIC THERAPY UNIT 


THE BURDICK CORPORATION 


=f 
4 
: 
4 
| 175 
. 


(PHENYLAZO-DIAMINO-PYRIDINE HC!) 


Pyridium 


Gratifying relief from urogenital 
symptoms in a matter of minutes 


EFFECTIVE —An extensive evaluation’ of the 

effects of PyripruM in 118 cases of pyelonephritis, 

cystitis, prostatitis and urethritis showed the 

drug relieved or abolished dysuria in 95% of the 
tients and reduced or eliminated nocturia in 
.7% of the cases. 


WELL-TOLERATED—Specific analgesic action is 
confined entirely to the urogenital mucosa. 
PyRIDIUM may be administered concomitant 

with sulfonamides or antibiotics. When so wee | 
it provides welcome relief from painful symptoms 
in the interval before the antibacterials can act. 


PHYSIOLOGICAL— The soothin, analgesic action 
of PyripruM helps relax irrita tense sphincter 
muscles of the bladder. This relaxation mini- 
mizes the amount of residual urine. 


PSYCHOLOGICAL—Prompt appearance of the 
characteristic orange-red color in the urine, is 
positive assurance to the patient of PyripruM’s 
rapid access to affected areas. 


SUPPLIED— in 0.1 Gm. (1 tablets, vials of 
12 and bottles of 50, 500 a 


Pyripium is the registered trade-mark of Nepera Chemical Co., 
[nc., for its und of te HCl. 4 & 
Dohme, Division of Merck & Co., Inc., sole distributor in the 
United States. 


SHARP & DOHME 
Philadelphia 1, Pa. 
DIVISION OF MERCK & CO., Inc. 


REFERENCE: 1. Kirwin, T. J., Lowsley, O. S., and Menning, J., Am. J. Surg. 62:330-335, December 1943. 
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the pilot study, says if the initial experience is good, 
the opportunities will be expanded so that any student 
wishing such experience can secure it. At OSU they 
believe the new program possibly will have more value 
than the usual pattern of preceptorship under only one 
physician. 


Indiana Hospital Changes Constitution 
To Set Up General Practice Section 


A NEW CONSTITUTION at St. Margaret’s Hospital in 
Hammond, Indiana that puts general practitioners on 
the same footing as specialists on the hospital’s staff 
has gone into effect. 

The constitution as proposed earlier drew much 
opposition from the Lake County Medical Society and 
other physicians because it placed most general prac- 
titioners on the staffas nonvoting members. The change 
sets up a department of general-practice along with 
departments in specialized fields. 

After a meeting of Sister Flaviana, the hospital ad- 
ministrator, and a special committee composed of 
three specialists and three general practitioners, the 
hospital adopted a recommendation of the American 
Academy of General Practice that a department of gen- 
eral practice be set up on the same level as other 
departments. 

The new constitution appears to be acceptable to 
Hammond doctors as “more than 50” doctors have 
filed applications (and have been accepted) to serve 
on the hospital staff. About half of those accepted so 
far have been general practitioners. 


After 50 Years AMA Will Drop Its 
Accepted Seal Program for New Products 


Tue American Medical Association has announced it is 
dropping its “accepted” seal program on products and 
devices so it can give more and faster information on 
new medical advances. 

The decision came following a report from a special 
committee named early this year by the AMA’s Board 
of trustees to study the seal acceptance program. 

The seal program dates back to 1905 when the AMA 
Council on Pharmacy and Chemistry began evaluating 
drugs and reported to the medical profession on these 
and related therapeutic procedures. 

The program later was broadened and other AMA 
councils reported on foods, diagnostic and therapeutic 
devices and cosmetics. 

Under the program, the AMA councils awarded 
seals, for use in advertising, to manufacturers and 


distributors who complied with rules for such accept- 
ance. 
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PRESENTING OFFICIAL JEWELRY 
FOR MEMBERS OF THE AMERICAN 


ACADEMY OF GENERAL PRACTICE 


Official Cuff Links 


Handsome cuff links featuring the 
Academy seal. With attractive posi- 
tive-action hinged link furnished in 
matching quality precious metal. 


The official seal of the Academy enhanced by 
blue and white enamel to identify you as an 


Finest quality tie chain hand- The official key of the 
somely suspending the official Academy displaying the 
Academy seal. official seal. 


*Chapter President's Key 
Available to constituent chapters to honor their president. 


ADDITIONAL JEWELRY ITEMS ARE LISTED BELOW. 
ALL ARE CRESTED WITH THE OFFICIAL ACADEMY SEAL. 


Jewelry Price List (All prices include 10% Federal Excise Tax): 


14K 
Gold 


Lapel Pin $ 9.50 
Key 14.50 
Tie Chain 24.00 
Money Clip 29.00 
Tie Bar 20.00 
Cuff Links 26.00 
Ring—Stone 74.00 
Ring—Large Seal 68.00 
Ring—Oak Leaf 34.00 
Ring—Small Seal 24.00 
*Chapter President's Key 39.00 


Ronson Lighter 12.75 
RING SIZE CHART 


will be sent immediately 
on receipt of your order. 


To Order Official Jewelry 


List items desired on your prescription blank or letterhead and 
forward with your check in the correct amount to AMERICAN 
ACADEMY OF GENERAL PRACTICE, Broadway at 34th, Kansas 
City 11, Missouri. 


C.O.D. orders will carry a few cents additional postage. 


77; ay 
Academy member. 
Official Tie Chain Official Key 
Gold Sterling 
Filled Silver 
$ 6.00 $ 4.50 
9.00 8.00 
11.00 9.00 
13.00 12.00 
11.00 10.00 
11.00 10.00 
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Anesthesiologists Are Plannirg 
Courses for General Practitioners 


Coursss in anesthesiology for general practitioners are 
being planned by the American Society of Anesthesiolo- 
gists. Two types of courses will be offered—those for 
general practitioners who have had no previous train- 
ing in anesthesiology, and refresher type courses for 
general practitioners who are now engaged in adminis- 
tering anesthesia. 

The programs will be developed at the state level. 
Each component society of American Society of Anes- 
thesiologists will organize and conduct the courses in 
its state. The officers of the component societies plan 
to communicate with the officers of the state chapters 
of the Academy concerning cosponsorship of the courses 
and approval for postgraduate study credit. 

The needs of each general practitioner concerning 
his anesthesia instruction will be treated individually. 
The courses will emphasize clinical aspects of anesthetic 
procedures. Lectures will be supplemented with dem- 
onstrations and with personal supervision of anesthetic 
management, when possible. All interested physicians 
should contact Dr. Oral B. Crawford, 215 Professional 
Building, Springfield, Missouri. 


Medical News in Small Doses: 


Dr. Atsert E. St. Paul, Minnesota and a mem- 
ber of the Academy’s Finance Committee, has been 
elected president of the Ramsey (Minnesota) County 
Medical Society. . . . The American Heart Association 
announces that Interlingua, the new international sci- 
entific language, will be used in Circulation, its month- 
ly medical journal. Interlingua, a language composed 
of elements common to Spanish, Portuguese, French, 
Italian and other romance languages, was used by the 
Second World Congress of Cardiology for abstracts of 
papers presented at its meeting in Washington last 
September. . . . Dr. John O. Boyd, Jr., a past president 
of the Virginia chapter, spoke on ‘General Practice in 
Hospitals,” at the recent annual session of the Virginia 
Association of Medical Record Librarians in Roanoke. 
... At the fourth Kentucky Rural Health Conference 
held recently in Louisville, Dr. Garnett Sweeney, presi- 
dent of the Kentucky chapter, was a guest speaker. ... 
A $500,000 fund set up last May by the Tobacco In- 
dustry Research Committee for independent scientific 
research into tobacco use and health has been increased 
to $1 million. . .. Val Peterson, administrator of Federal 
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Civil Defense Administration, has announced the ap- 
pointment of Dr. John M. Whitney as director of health 


services for the FCDA. . . . Dr. Philip D’Ambola, chief 
of the General Practice Section of St. Michael’s Hos- 
pital, Newark, N. J., has been elected to the executive 
board and appointed chief of clinics at the hospital. 
Dr. D’Ambola is president-elect of the Essex County 
(New Jersey) chapter. . . . May 8-12 has been desig- 
nated National Hospital Week according to an an- 
nouncement from Dr. Edwin L. Crosby, director of 
American Hospital Association. . . . New research in 
proctology and related fields, as well as the implica- 
tions of these developments for the general practice of 
medicine, were reported at the seventh annual meeting 
of the International Academy of Proctology on March 
23-26 in New York City. . . . Two past presidents of the 
Southwestern Ohio Society of General Physicians, Dr. 
J. Edwin Reed and Dr. John R. Harding, have been 
named to key hospital posts. Dr. Reed, now in his third 
year as trustee of the Academy of Medicine council, is 
president-elect of the Good Samaritan Hospital staff 
in Cincinnati. Dr. Harding is now serving a second 
term as president of the Bethesda (Cincinnati) Hos- 
pital Medical Staff. . .. The Virginia Council on Health 
and Medical Care reports that last year it helped place 


35 physicians in 34 state localities burdened with rural 
health problems. . . . Dr. Leon Hirsh, a 1954 M & R 
Award winner, is a reviewer of the “Ancona-Schu- 
macher”’ method of frozen food skin testing which ap- 
peared in a recent issue of The Letters, publication of 
the International Correspondence Society of Allergists. 
Dr. Hirsh also has been directing a “round robin” on 
“Childbirth in Education” in which professors of ob- 
stetrics in 56 medical colleges participated. 
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Elemental Iron ..............3. 210 mg. 


(as Ferrous Sulfate) 
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(Vitamin B,, with Intrinsic Factor Concentrate, Abbott) 


Liver Fraction 2, N.F. .......... 200 mg. 
Thiamine Mononitrate ............ 6 mg. 
Pyridoxine Hydrochloride ........ 3 mg. 


Pantothenic Acid 


not a soft capsule. 
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WHAT OTHERS ARE SAYING... 


Still Feuding Over Krebiozen 


Two Books are being tossed into the fire started in 
1951 over Krebiozen, supposed remedy for cancer. The 
controversy flames anew. 

*“Krebiozen—Key to Cancer?” was published this 
week in Chicago, and “Krebiozen: the Great Cancer 
Mystery,” will be published in Boston next month. 


Hits at AMA 


The first book is by Herbert Bailey, former news- 
paperman. He sides with Krebiozen’s backers and 
charges the American Medical association was unfair 
in calling Krebiozen worthless. 

The second book is by George D. Stoddard, Ph.D., 
who resigned as president of the University of Illinois 
in the dispute over the drug. Dr. Stoddard supported 
the view that Krebiozen was unapproved and its pro- 
motion was quackery. 

Politics and medicine are intermixed in the Krebiozen 


quarrel. It began in March, 1951, when Andrew C, 
Ivy, M.D., spoke favorably of the drug to a Chicago 
assembly of newsmen and researchers. 


On University Staff 


Dr. Ivy, a noted physiologist and pathologist, was 
then vice-president of the University of Illinois. He 
told of being consulted by Dr. Stevan Durovic, a medi- 
cal refugee from Yugoslavia, who experimented with 
Krebiozen in horses in Argentina before coming to this 
country. 

Charts and case reports cited by Dr. Ivy pointed to 
apparent recoveries of cancer patients. Was Krebiozen, 
then, the long-sought chemical “bullet” to kill cancer? 

Hope spread among cancer patients everywhere. 
Then the storm of criticism burst. 


Tests Were Conducted 


The AMA sponsored tests in seven clinical research 
centers and reported that Krebiozen was worthless. 
Moreover, it was a secret remedy, the exact nature of 
which remained unproved, since Dr. Durovic had 
dumped his supply into mineral oil. 


CRYSTALLINE VITAMIN B,, 


MAJoR ADVANTAGES: Helps youngsters gain weight. Stimulates hemo- 
poiesis. Cherry-flavored Elixir or soluble Tablets readily blend with 


milk, juices, infant formulas. 


Supplied as Repisou Tablets: 25,50, 100, 250 mcg.; Elixir: 5 mcg. per 5 cc. ; 


Injectable: 30, 100, 1000 mcg. per cc. 
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Dr. Ivy was censured as sponsoring a secret sub- 
stance, in transgression of medical ethics. Nor had 
there been a scientific report on Krebiozen in a medical 
journal, before he announced it to newspapermen. 

Dr. Ivy called the A.M.A. judgment dishonest and 
was suspended from membership in the Chicago Medi- 
cal society. Later his contract as vice-president of the 
university was not renewed, but he was kept on the 
teaching staff. 

Presently a committee of the Illinois Legislature 
conducted long hearings into the dispute, and Presi- 
dent Stoddard was criticized for his stand against Ivy’s 
pro-Krebiozen views. 


Opposes Dr. Ivy 


Arrayed against Ivy was a fellow pathologist, Dr. 
Josiah J. Moore, treasurer of the A.M.A. In his view 
Krebiozen remains worthless whatever is claimed in the 
Bailey book. Findings in the A.M.A. tests have been sup- 
ported by the American Cancer society and the Na- 
tional Research council. 

Dr. Ivy and Dr. Durovic are medical martyrs in 
Bailey’s book. Stoddard’s book is said to document the 
case against Krebiozen in devastating detail. 


Cancer specialists, including past personal friends 
of Dr. Ivy, generally believe he is mistaken about 
Krebiozen. Both sides agree on one thing: time will 
show they are right.—The Kansas City Star, February 
3, 1955. 
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| Pabirin | . . . safest of the antirheumatic salicylate-paba combinations 


For these reasons: Salicylism does not oc- 
cur, even with heavy daily requirements. 
Low dosage levels produce high blood 
levels. Acetylsalicylic acid, the most effec- 
tive of the salicylates, is well-tolerated. 
Pabirin is sodium- and potassium-free. It 
offsets salicylate depletion of vitamin C by 
providing a therapeutic amount of 300 mg. 


Pabirin is a preparation. 
Each capsule contains: 

Para-aminobenzoic acid 5 gr. 


Average dose: 2 to 3 capsules 3 or 4 times daily. 
Supplied: In bottles of 100, 500 and 1,000 capsules. 


in the average daily dose of six capsules. 
And highly effective... High blood levels 
are promptly reached and sustained due 
to the mutually potentiating action of ace- 
tylsalicylic acid and PABA plus the re- 
tarding effect of PABA on salicylate ex- 
cretion. Rapidly disintegrating capsules 
provide fast absorption and pain relief. 


“creaky” joints 


Smith-Dorsey * Lincoln, Nebraska * A Division of The Wander Company 
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News from the State Chapters 


Tue Delaware chapter’s annual banquet, held during 
its third annual scientific session in Wilmington, was 
keynoted by the election of Dr. Martin B. Pennington, 
Wilmington, to the presidency. Dr. Pennington suc- 
ceeded Dr. George J. Boines also of Wilmington. Before 
the installation ceremony, Dr. Boines introduced the 
new officers to those attending the banquet and then 
presented the gavel to his successor (see cut). Dr. 
Boines, in turn, was presented the past president’s 
award by Dr. Eugene J. Szatkowski, past vice president, 
who became the chapter’s new president-elect. Other 
officers are: vice president, Dr. Roger B. Thomas; 
secretary, Dr. Morris Harwitz; and treasurer, Dr. 
Joseph J. Davalos. 

Dr. H. Thomas McGuire served as toastmaster, in- 
troducing AAGP president, Dr. William B. Hildebrand 
of Menasha, Wis., who was guest speaker for the 
banquet (see cut). 

Awards were presented to four outstanding doctors 
in Delaware, by the retiring President Boines. Fifty 
years of unselfish service in the field of medicine 
merited the honorary certificates presented to Dr. 
Conwell Banton, Dr. George W. K. Forrest, Dr. Dorsey 
Waitman Lewis, Dr. Michael Ostro and Dr. Frank F. 
Pierson. 

Other honored guests attending the meeting in- 
cluded Dr. Irving E. Baumgartner, member of the 


Featured Speaker. Dr. William B. Hildebrand, who retired as pres- 
ident of the AAGP last month in Los A ngeles, addresses Delaware 


members at the banquet which climaxed their third annual scientific 
meeting. 
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AAGP Board of Directors, and Mrs. Baumgartner, and 
state chapter presidents, Dr. Maurice J. Kosow, 
Washington, D. C., Dr. Lauriston L. Keown, Balti- 
more, Md., Dr. Vincent Campana, Jersey City, N. J., 
Dr. William G. Richtmyer, Albany, N. Y., and Dr. 
John B. Jacobs, Lansdale, Pa. 

The morning session of the scientific meeting, 
moderated by Dr. Boines, carried discussions on 
“Drug Treatment of Hypertension,” “Anticoagulants 
—Clinical Application,” ‘“Trypsin—The Pharma- 
cology of the Drug,” and ““Trypsin—Clinical Uses.” 

Dr. Harry Taylor acted as chairman of the luncheon 
for the doctors and their wives which provided a period 
of relaxation before the men met again for the after- 
noon session. It was moderated by Dr. Pennington. 
Talks were on “Diagnosis and Treatment of Rheuma- 
toid Arthritis,” ‘Physical Medicine and Rehabilita- 
tion in General Practice,” and “Public Relations in 
Medical Practice.” There were morning and after- 
noon intermissions so that members could look at the 
exhibits. 

Ladies’ entertainment, under the direction of Dr. 
Marjorie E. Conrad and Mrs. George J. Boines, in- 
cluded a scenic trip around Wilmington. They were 
invited to the banquet held in the evening at the 
Brandywine Country Club, which closed with an eve- 
ning of dancing. 

The next annual meeting will again be held in Wil- 
mington, with a business meeting on December 9 and 
a scientific session on December 10. 
>The Kansas chapter plans to hold its annual meet- 


Induction Blessings. Best wishes are bestowed upon incoming presi- 
dent of the Delaware chapter, Dr. Martin B. Pennington (left) by 
retiring president, Dr. George J. Boines, during the banquet at the 
Brandywine Country Club. 
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CAROID AND BILE SALTS Tablets are specifically 

indicated in biliary dyspepsia and constipation. 

American Ferment Company, Inc., 1450 Broadway, New York 18, N. Y. 
: *Cass, L. J., and Frederik, W. S.: Ann. New York Acad. Se. 58:455 (July 15) 1954. 


Cet pregnancy moniliasis 
antibiotic moniliasis 
persistent trichomonal leukorrheas 


gentia.jel is specific — 93%, 
clinically effective 

gentia.jel is safe — safe for self- 
administration up to the day of 
delivery 

gentia.jel is esthetic — packaged in 

unique single-dose disposable 

applicators .. . packages of 12 


the only 


you can prescribe 


Westwood Pharmaceuticals 
Division of Foster-Milburn Co. BU 7. T. 


GP Volume XI, Number 4 


Findings plets Prove’ |} 
j ‘ 3 ief 

— | a\-Like Constipalle 
| Natur Chronic Wier 
socia 

>Th 
Rura 

ports 

An 

the s 

at the 

pital 

work 
TI 
sorec 
its pI 
child 
Aro 

 jeukorrheal 

tom 
presi 
Petal 
PA, 

atten 
Dise 
such 
‘ lic i 
orga 
ter, 


ing in Hutchinson on May 2. Morning registration 
and a business meeting will precede a luncheon meet- 
ing which will be presided over by a pathologist. Dis- 
cussion participants will be Dr. Frank Allbritten, Jr., 
professor of surgery, University of Kansas Medical 
Center, Kansas City, Kansas and Col. James A. Wier, 
Chief, Pulmonary Disease Service, Fitzsimons Army 
Hospital and Associate Professor, University of Colo- 
rado School of Medicine. Dr. Allbritten and Colonel 
Wier will continue the scientific program in the after- 
noon. A question and answer period will follow. A 
social hour and dinner at which Dr. Kenneth McFar- 
land, educational consultant for General Motors, will 
be the speaker, are scheduled for the evening. The 
annual dance for Academy members and guests will 
be held that evening. 

>The first conference of the California Council of 
Rural Health was held in the middle of February, re- 
ports the California chapter, one of the six sponsors 
for the event. 

Among the new health problems created daily by 
the state’s growing population which were discussed 
at the conference were sanitation, home nursing, hos- 
pital beds, communicable disease control, migrant 
workers, physician distribution, health insurance, 
water supply, dental health and community coopera- 
tion. 

The San Diego County (California) chapter spon- 
sored a recent one-day symposium on heart disease, 
its prevention and treatment. Dr. J. Telford, speaker 
of the California chapter’s congress of delegates, pre- 
sided at the luncheon and Dr. Robert Batterton, past 
president of the local chapter and Dr. Harold Fair- 
child, president, acted as moderators of the meeting. 
A roster of six speakers covered the phases of preven- 
tion of cardiac arrest, means of diagnosing some of the 
forms of heart disease in children, cardiac surgery, 
and new methods of treatment. 

Dr. C. Henry Kempe, assistant professor of pedia- 
trics, University of California Medical School, talked 
tomembers of the Sonoma County (California) chapter, 
on “Respiratory Infections in Children,” at a recent 
meeting in Petaluma. Dr. Frank Lones, Santa Rosa, 
presided over the meeting which drew doctors from 
Petaluma, Ukiah and Fort Bragg. 

PA standing-room-only crowd of over 1,000 recently 
attended a highly successful medical forum on Heart 
Diseases, held in Albany, N. Y. It was the first time 
such a medical panel has been offered to the lay pub- 
lic in that city. Five area public health and medical 
organizations, including the Albany (New York) chap- 
er, in conjunction with the Times-Union: newspaper 
were the sponsors. Questions, sent direct to the news- 
paper, then forwarded to the panel were asked at the 
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**Good-Hearted” doctors in conference. Dr. John F. Mosher, GP’s 
Publication Committee chairman, appears here (front row, center) 
with five other heart authorities on a highly successful forum in Al- 
bany, N. Y. Other panel members are Dr. Allan Stranahan (seated, 
far left), Dr. Paul R. Patterson (seated, far right), back row (left 
to right) Drs. John F. Filippino, Leonard B. Rose and James W. Bucci. 


forum. Dr. John F. Mosher, GP’s Publication Com- 
mittee chairman, acted as a panel member in discuss- 
ing “Rehabilitation of the Heart Patient” (see cut). 
Hope concerning heart diseases has overshadowed the 
pessimism of past years, reported Dr. Mosher. He 
added that an informed public is vitally important; the 
more people know about heart diseases the better off 
they are. Other panel members and their topics were 
Paul R. Patterson, M.D., “Imperfect Heart Develop- 
ment,” John F. Filippone, M.D., ‘Rheumatic Heart 
Disease,” Allan Stranahan, M.D., “Heart Surgery,” 
Leonard B. Rose, M.D., “High Blood Pressure,” 
and James W. Bucci, M.D., “Coronary Heart Dis- 
ease.” Dr. Frank M. Woolsey, Jr., M.D., associate dean, 
Albany Medical College, was the moderator. The meet- 
ing, though kept on an informal tone, was on an up-to- 
date scientific scale. Slide films and animated cartoons 
were used to help illustrate the talks during the two- 
hour forum. An hour question and answer period 
followed the forum. Because of the enthusiastic re- 
sponse to this first forum, a similar one is planned 
for a later date. 

An Albany-Rensselaer-Schenectady (New York) 
chapter symposium, with Dr. William Rausch of Al- 
bany as moderator was held recently in that city. 
Problems and the treatment of Parkinson’s disease 
were discussed. 
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nonsensitizing ... rapid acting .. . topical anesthetic 


XYLOCAINE’® OINTMENT asrna 


(Brand of lidocaine*) 
a new form of the widely accepted Xylocaine Hydrochloride solution 
@ Xylocaine Ointment provides unusually 


rapid, and deeply penetrating anesthesia 
without the drawback of toxicity, sensitization 


or irritation. Xylocaine is unique in this respect. 


@ For use in the control of itching, 
burning and other dermatologic distress. May 
also be applied liberally on skin and 
accessible mucous membranes to prevent pain 
during examination or instrumentation. 


@ Available in a water soluble, — 
nonstaining vehicle as 2.5% and 5% 
Xylocaine base in collapsible tubes or wide-mouth jars, 
each containing 35 grams (approx. 1.25 ounces). 


Xylocaine Ointment is now made available at the 
request of many physicians, surgeons, and 
thetists who routinely use Xylocaine Solution, 


*U. S. Patent No. 2,441,498 
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Dr. Raymond H. Warner was recently elected to 

preside over the Schenectady (New York) chapter. Dr. 

William J. Burns was elected to the vice presidency and 

Dr. Stephen J. Grey and Dr. Joseph M. Capritta to the 
ts of treasurer and secretary, respectively. 

Dr. Philip Thorek, noted surgeon, medical school 

professor, author, and honorary member of the AAGP, 
made a talk recently to doctors in the Rochester area 
on disorders of the esophagus. Dr. Earle B. Mahoney, 
president of the Rochester Academy of Medicine pre- 
sided over the meeting which was preceded by a din- 
ner. The Rochester and the Rochester (New York) 
regional chapters helped sponsor the talk. 
>The third annual scientific meeting of the West 
Virginia chapter will be held April 16 and 17 in 
Charleston. A lineup of high calibre speakers such as 
Dr. Louis E. Bauer, three deans of major medical schools 
and 13 others who are department heads of major hos- 
pitals or schools of medicine will present papers on 
pediatrics, medicine, and obstetrics and gynecology. 
Panel question and answer periods will close each 
session. 
>Mid-South” doctors of the Memphis, Tennessee 
area attended a one-day symposium on “Therapy in 
General Practice” sponsored by the Tennessee chap- 
ter. Dr. O. W. Hyman, dean of the University of Ten- 
nessee College of Medicine, spoke on “Education for 
General Practice” at the luncheon. Morning and after- 
noon session moderators were Dr. Arthur Green, presi- 
dent of the Memphis chapter, and Dr. Ben L. Pente- 
cost, Memphis, who is president of the Tennessee 
chapter. 
At the recent election of officers for the Fond du Lac 
(Wisconsin) chapter, Dr. C. P. Reslock, Waupun, 
was elected president. Other new officers are Dr. John 
C. McCullough, vice president, and Dr. R. L. Waffle, 
secretary, both of Fond Du Lac. Physicians from five 
surrounding districts attended. 

Organization of the new Northeastern Wisconsin 
chapter was finished late in January as general prac- 
titioners from Kewaunee, Door and Brown counties 
met and elected Dr. Milton L. Kuhs as president. Dr. 
Tom Burdon will officiate as vice president and Dr. 
Frank Urban as secretary-treasurer. 

Rigid standards for continuing membership were 
explained to this group of some 40 physicians from the 
Green Bay area by Academy President William B. 
Hildebrand. In-so-doing, he explained the postgradu- 
ate study hour regulations. 

Dr. Urban and Dr. Ray M. Waldkirch were co-chair- 
men of the organizational committee. Four past state 
presidents attended the meeting. 

New officers of the Manitowoc (Wisconsin) chapter 
are Dr. R. G. Strong, president, Dr. Raymond Yost, 
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“ULTRAVIOLET THERAPY 


of high clinical value 


Essential in practice of modern 
physical medicine. Pathological and 
physiological conditions in which use 
of ultraviolet is most beneficial, in- 
clude: skin conditions, tuberculosis, 
secondary anemia, surgery, care of in- 
fants and children, pregnant and nurs- 
ing mothers, and physical fitness. 

For 50 years, Hanovia scientists and 
engineers have made basic contribu- 
tions to the vast improvement in phys- 
ical therapy equipment to keep pace 
with modern science and clinical re- 


quirements. 
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traviolet spectrum re- 
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therapeutic use. Effec- 
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control. Self-lighting 
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RTZLA 


Provides concentrated 
source of ultraviolet 
for local and orificial 
Air cooled. 
lo water system. Au- 
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indicator. Operates ef- 
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YOURS ON REQUEST: Interesting, 
informative brochures describing diag- 
nostic, prophylactic, and curative ef- 
fects of ultraviolet radiations. Send for 
your free copy of these brochures. No 
obligation. Write today. Dept. GP-4A 


100 Chestnut St. 
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FOLBESYN 


Vitamins Lederle 


A well-balanced, high-potency vitamin 


FoLBESYN provides B-Complex factors 
(including folic acid and B,,) and ascorbic 
acid in a well balanced formula. It does 
not contain excessive amounts of any one 
factor. 


FOoLBESYN Parenteral may beadministered 
intramuscularly, or it may be added to 
various hospital intravenous solutions. It 
is useful for preoperative and postopera- 
tive treatment and during convalescence. 


formula containing B-Complex and C 


Dosage: 2 cc. daily. Each 2 cc. provides: 
Thiamine HCl (B:) 
Sodium Pantothenate 
iboflavin (Bs 
Pyridoxine Hcl (Bs) 
Acid (C) 
Vitamin Biz 
Folic Acid 
FoLBEsyN is also available in tablet 


form, ideal for supplementing the paren- 
teral dose. 


LEDERLE LABORATORIES DIVISION ameascaw Cyanamid company Pearl River, New York 


* neo. U.S. PAT. OFF. 


from the mother even if 
diet is deficient. 


epleted by the of the 


gastric-resistant coated tablet 


‘not only assures better tolerance, but 


_ also assures maximum absorption of 


ae, 100 mg. ferrous sulfate ex 
cated, the minimum daily requirem 
of vitamin D, thiamine and asc 
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vice president, and Dr. L. D. Sobush, secretary-treas- 
urer. Elected to serve as state delegates were Dr. Strong 
and Dr. Sobush. 

pSuburban Chicago (Illinois) chapter members re- 
cently elected Dr. Alfred J. Faber as president. Other 
new officers are Dr. Clair M. Rice, Jr., vice president, 
and Dr. James R. Rink, secretary. 

“Membership Month,” set aside as January of each 
year, has been promoted by the Commission on Mem- 
bership and Organization of the Illinois chapter, second 
only in Academy membership to California, with New 
York following close behind. The commission sug- 
gested that the plan to get more members not only be a 
statewide project, but that it be sponsored on a national 
basis. 

Twelve physicians banded together as charter mem- 
bers to form the 44th regional chapter in Illinois—the 
Quincy Regional chapter. Dr. Carl Pfeiffer, Quincy, 
who acted as temporary chairman, introduced Dr. W. 
H. Walton, Belleville, past president and chairman of 
the Commission on Membership and Organization of 
the Illinois chapter, who, in turn explained the various 
aspects of the Academy, and led the group in nomina- 
tions for officers. 

Dr. Pfeiffer was elected as president, Dr. E. Wester, 
Mt. Sterling, vice president, and Dr. George Borden, 
Quincy, secretary-treasurer. Dr. Pfeiffer was then in- 
ducted into office and presented the chapter’s charter 
by Dr. Walton. The group was urged by Dr. Walton 
to form a postgraduate school in Quincy. 

A lecture on ‘Recent Advances in the Treatment of 
Cancer,” directed toward the South Central Regional 
(linois) chapter was given by Dr. F. W. Preston, 
Chicago, at the chapter’s regular meeting. Dr. Jack 
Harper, Mattoon, was elected president at the election 
held during the meeting. A unanimous motion was 
passed by chapter members to send a contribution of 
$150 to headquarters for the Academy building fund. 
New officers of the Franklin County (Ohie) chapter 
are Dr. J. J. Hughes, president-elect, who will succeed 
this years’ president, Dr. Joseph Forrester, and Dr. 
Farl McCallister, secretary-treasurer. Drs. Carl Junker- 
man, Joseph Kiener, Jack Miles and John White are 
new directors of the board. 
>The new Southwestern (Michigan) chapter named 
Dr. Harry Lamb, Sturgis, president at its recent elec- 
tion. Other new officers of the chapter, which includes 
physicians from St. Joseph, Calhoun, Branch, Cass, 
Kalamazoo and VanBuren counties, are Dr. S. C. Pen- 
wtti, Three Rivers, president-elect, and Dr. Heinz R. 
Weisheit, Sturgis, secretary-treasurer. 

Dr. Walter Choate, outgoing president of the Salis- 
bury (North Carolina) chapter, presided over the 
meeting and election of officers at which time Dr. 
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issue on time. The form below is a 
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AMERICAN ACADEMY OF GENERAL PRACTICE 
Broadway at 34th, Kansas City 11, Missouri 


MY NAME: 


MY OLD ADDRESS: 
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MY NEW ADDRESS: 


Street 
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When Soap is Contraindicated 


Cleanse Sensitive Skin 
Effectively without Irritation 


Acidolate 


Dermolate 


Terjolate 


a non-lathering sulfated oil detergent, is the 
hypoallergenic skin cleanser of choice when a 
liquid emulsifying agent of low surface 

tension is required. It is an excellent cleansing 
agent in acne vulgaris, for removal of ointment 
and greases from the skin, hair or wounds, 
and as a shampoo for ringworm of the scalp. 


Supplied: 8 fluid ounce and 1 gallon bottles. 


“Milder than the mildest castile,” a 
nonirritating detergent in cake form, is an 
ideal cleanser where even the mildest soap is 
poorly tolerated. It is ideally suited for 
routine use as a hypoallergenic skin cleanser; 
especially recommended for normal skin care 
of infants and young children. 


Supplied: 4 ounce cakes. 


a household cleanser designed for use with 
Acidolate and Dermolate, is neither irritating 
nor sensitizing—it is an unusually effective 
cleanser for all household purposes. 
Supplied: 8 and 16 fluid ounce and 

1 gallon bottles. 


WHITE LABORATORIES, INC. 


KENILWORTH, N. J. 
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James C. Eagle, Spencer, was voted into the presidency 
for the ensuing year. Also holding a 1955 office will be 
Dr. Donald H. Lomax, secretary-treasurer. Dr. J. M. 
Ketchie, president-elect, will succeed Dr. Eagle next 
r. 
>The Lackawanna County (Pennsylvania) chapter 
recently held an election of officers at which time Dr. 
Alexander M. Munchak was named president. He will 
succeed retiring president Dr. Joseph A. Sutula. First 
vice president is Dr. J. Frank Reddington and second 
vice president is Dr. Frank Kolucki. Dr. A. J. Cum- 
mings will serve as secretary-treasurer. 
>Lectures centered around methods of rehabilitating 
patients was the feature attraction of the annual meet- 
ing of the Oklahoma chapter, held the middle of Feb- 
ruary in Oklahoma City. The second day of the two- 
day symposium included a business meeting when new 
officers were named. Dr. Earl Lusk, Tulsa, president 
elect, took office as president during the sessions. 
Guest speakers for the meeting were retiring Acad- 
emy President William B. Hildebrand, Menasha, 
Wis., Dr. Paul C. Laybourne, University of Kansas 
Medical center, Kansas City, Kan., Academy mem- 
ber, Dr. Robert M. Myers, Kansas City, Mo., Dr. 
James Willis Burks, Jr., New Orleans, La., Dr. An- 
drew L. Banyai, Marquette University Medical School, 
Dr. Fred R. Harper, University of Colorado Medical 
School and Dr. Daniel C. Moore, Mason Clinic and 
Virginia Mason Hospital. 


- 


Academy member wins award. The distinctly California” atmos- 
phere of the landscaping of the office of Ontario, California Academy 
member, Dr. M. C. Barnes, has won for him the national “Plant 
America” award for achievement. An award plaque was presented 
to Dr. Barnes by the American Association of Nurserymen for excel- 
lence of design in industrial landscaping and beautification. This 
year’s national jury was comprised of S. C. Allyn, National Cash 
Register Co.; Dr. Joseph H. Howland, garden editor of House Beau- 
tiful; and Joseph Roesch, Long Island Institute of Agriculture and 
Technology. 
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SOMETHING TO CROW ABOUT 


Desprrre his age, Dr. Nordlund is prominent in all community 
affairs, and has been one of the greatest roosters for the newly 
completed maternity ward.—Kentucky Weekly News. 


Ants in the Printers’ Plants 


ANY SUGGESTIONS? 


Tue ANcHORAGE school board granted “‘pregnancy leaves” to 
two of its teachers, but expressed itself as opposed to these 
generally and indicated it would adopt a policy against the 
practice later.—Anchorage (Alas.) Times. 


ANATOMY EXHIBIT 


Tue tapes of the church have cast off clothing of all kinds. 
They may be seen in the basement of the church any afternoon. 
—Ad in Kentucky church bulletin. 


TOUPEE PROBABLY 


Buick *52—Super Riviera 4 door sedan; low mileage, one 
owner with gray bottom and black top.—Wisconsin State 
Journal. 


Wasu your hands often and always just before meals. Drink 
only water which you know to be contaminated.— Westport 
(Conn.) Town Crier. 


Mrs. Matruew Anastasia is convalescing at her home follow- 
ing a meat ball supper, sponsored by the Junior Guild of 
Christ Church. 


Mate Stassep sy Docror Wire.—Headline in Durham 
(S.C.) Sun. 
(Continued on page 193) 
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Joint Commission on Accreditation of Hospitals 


STANDARD ON CONSULTATION, REVISED JANUARY, 1955 


Required Standard Il. B. 3. In the case of other consultations, those in which Furt 
Of the Standards for Hospital Accreditation serious illness, poor surgical risk or obscure diagnosis or at 
is involved, it seems almost impossible to specify the ing 
Except in emergency, consultation with another quali- _ conditions under which such consultations shall be serv 
fied physician shall be required in all first caesarean _ required. In general, it is the conscience of theattend- J ana 
sections and in all curettages or other procedures by __ ing physician which will determine whether or nota § the: 
which a known or suspected pregnancy may be inter- _ consultation is needed. A standard which requirescon- § js su 
rupted. The same requirement shall apply to opera- _sultations in such instances would be for the purpose 
tions performed for the sole purpose of sterilization on _ of controlling those physicians and surgeons who are J __ 
both male and female patients. Included in consulta- _less than normally conscientious and are willing to 
tions required under this standard are all those which _ subject their patients to risk in order to maintain their 
are required under the rules of the hospital staff. own independence of action. It does not appear to be Ant 
In major surgical cases in which the patient is not _ practicable to promulgate such a standard, and it would 
a good risk, and in all cases in which the diagnosis is seem more fitting to leave this to the individual hospi- aT 
obscure, or when there is doubt as to the best thera- _ tal staff. At the same time, a lack of records of consul- 
peutic measures to be utilized, consultation is appro- _ tations will constitute reasonable grounds for down- - 
priate. Obviously, judgment as to the serious nature of —_ grading a hospital. All hospitals that deal with acute J 4 
the illness and the question of doubt as to diagnosis _ medical and surgical illness will, of necessity, have qont 
and treatment rests with the physician responsible for _—_s many instances in which consultations are indicated. (Ala. 
the care of the patient. It is the duty of the hospital The question has been raised as to the definition of 
staff through its chiefs of service and executive com- _a consultant. A consultant is a second physician called || — 
mittee to see that members of the staff do not fail in _ by the attending doctor to examine and discuss his 
the matter of calling consultants as needed. A con- __ patient. In the sense in which we use the term, it does 
sultant must be well qualified to give an opinion in the _ not necessarily imply seniority. If the chief of a service 
field in which his opinion is sought. calls one of his junior men who may have been working 
A satisfactory consultation includes examination of __ in a special field—say, for instance, pulmonary physi- 
the patient and the record and a written opinion signed —_ ology or hematology—the younger man in seeing the 
by the consultant which is made part of the record. _ patient is the consultant and should write the consul- 
When operative procedures are involved, the consul- _ tation note. The members of the consulting staff are 
tation note, except in emergency, should be recorded _ on that staff because they have qualifications that make 
prior to operation. them valuable as consultants; but, in a given instance, 
any physician who sees a patient with a colleague is the 
consultant on that case, no matter what his standing 
acinus on the staff may be. Of course, it is common for physi- 
IN CONSIDERING the standard on consultations, one _ cians to aid each other at times, informally, but in all 
should have clearly in mind what the purpose of this _ instances in which the second physician makes a careful 
standard is. In the matter of consultations in which _ study of the problem presented by the patient, the con- 
the interruption of pregnancy is involved, we are deal- _sultation should be formalized by a note on the record. 
ing not only with the protection of the patient andthe — Although as stated above a consultant is, by definition, 
fetus, but also of the doctor and the hospital. No mat- _a second physician called to examine a patient, to satisfy 
ter how clearly an operative procedure of this nature _ the requirements of the commission as stated in the 
$ may be indicated, it is an accepted principle that two _ standard, the consultant must be qualified by training 
or more physicians should agree before it is carried and/or experience to give a competent opinion in the 
out. We are dealing here with not only professional _ special phase of the patient’s illness about which he 
but also moral and legal considerations. In considering _ has been called tc examine the patient. The determ'- 
first caesarean sections, the situation is somewhat simi- _ nation of the consultant’s competence should be made 
lar. The consultant in both instances need not be senior _ by the hospital staff. As stated in the standard, a con- 
to the attending physician. sultation is not complete or satisfactory unless it in- 
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cludes an examination of the patient and the patient’s 
record and a written opinion signed by the consultant 
and attached to the record. 

It is not practicable or proper to take the matter of 
board certification into consideration. Board certifica- 
tion is no more than a relative indication of proficiency. 

Furthermore, a physician’s standing as chief of service, 

orany like position, should not exempt him from carry- 

> § ing out his moral obligations to his patient. A chief of 

: &f service who has the degree of humility that should be 

- § anattribute of all physicians in treating illness will seek 

1 §f the aid and advice of his colleagues when the situation 
is sufficiently serious. 


Ants in the Printers’ Plants 


Frienps will be glad to know Mrs. E. C. Kinney is doing nicely 
after undergoing an operation on her hip at Mayo’s Clinic last 
week. She will be there several weeks longer undergoing treat- 


Wuat could be wrong with my son? Periodically he breaks out 
in a coed sweat and his arms and face are clammy to the touch. 


—Question in medical column of Michigan Paper. 


TAIL-PIECE 


MapatynneE has a natural taste for classic city clothes. She’s 
on the tail side—a well filled-out size 16.—New York Herald 
Tribune. 


Tuere are already several hundred Gay Ladies in hospitals 
throughout Greater Boston. There is a great need for more 
people willing to perform this kind of work.—Boston (Mass.) 
Back Bay Ledger. 


POSTERN PERUSAL 


Mr. Apams said Dr. Sawyer would be welcomed at the nudist 
resort and would be permitted a first-visit prerogative of keep- 
ing his clothing on while he ‘looks around and sees the rear 
truth about nudism.’—Battle Creek (Mich.) Enquirer-News. 


DELECTABLE TIDBITS 


: ment. The public is invited to all these services.—Cullman AN HouR after I eat a full male I could eat another. How do you 
(Ala.) Democrat. explain this?—Grainfield (Ill.) News-Bee. 
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$ To Protect Skin After 


and for Other Skin Irritations and Macerations 


Silicote sheds irritating discharge, prevents skin macera- 
tion, and allows irritated skin to heal. Silicote adheres 
to the skin—at least three surgical scrubbings are re- 
quired to obliterate a single application. Silicote is non- 
occlusive, inert, nonsensitizing. '*? Try Silicote! 

Contains 30% silicones in refined ages 3. 


tum base. Contains no water-solu or 
water-miscible ingredients to wash aban 2. 


ng 


Inv. Derm. 
Arch. Derm. & Syph. 


Talbot, J. R., et al: JI. 
17:125 

Reiches, A. J.: 
68:336 


/ 3. Morrow, Grant: Calif. Med.: 80:21 
ALSO FOR: Samples and Reprints on Request 
@ Soap and 
water 
dermatitis 
@ Diaper rash 
@ Industrial 
Dermatoses 
le © Contact SILICONE CINTMENT 
@ Irritation from 
“—= ORIGINAL SILICONE SKIN PROTECTANT 
on 
we, & Discharge 
ARNAR-STONE LABORATORIES, INC. 
“gischor 1316 Sherman Ave., Evanston, Ill. 


In Canada: Brent Laboratories, Ltd., Toronto 
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sealed-in-foil 


BRAND 


REAGENT TABLETS 


vet 


a rapid, reliable urine-sugar test every 
time because every batch of Clinitest 
Sealed-in-Foil Reagent Tablets is tested 
for stability under conditions as exacting 
as a tropical rainy season—86° to 90° 
temperatures and 95% humidity. 
Clinitest Reagent Tablets, Sealed in Foil, 

boxes of 24 and 500. 


AMES DIAGNOSTICS 
Adjuncts in Clinical Management 


(s AMES COMPANY, INC « ELKHART, INDIANA 
Ames Company of Canada, Ltd., Toronto 62784 
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